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WAITING FOR THE DOCTOR at a well-child con- 
ference. Clinics like this one, for health supervision of 
babies and preschool children, have been made widely 
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available in the States with the stimulation provided by 
Federal grants-in-aid for maternal and child health serv- 
ices under title V, part 1, of the Social Security Act. 





When Katharine F. Lenroot became chief 
of the Children’s Bureau, the planning for 
the Social Security Act was just beginning. 
As assistant to the previous Chief, Grace 
Abbott, she had already been in close touch 
with this work, and, in the months ahead, 
was to have much to do with the shaping 
of those provisions offering social services 
to children. Since her retirement, she has made studies for 
the Child Welfare League of America, International Union 
for Child Welfare, and Save the Children’s Federation. 


tefore coming to the Children’s Bureau in 
1942, Mildred Arnold was director of the 
children’s division in the Indiana Depart- 
ment of Public Welfare. With professional 
training from the School of Social Service 
Administration, University of Chicago, she 
has also held executive positions in volun- 
tary child welfare agencies in Illinois. 


Dr. Martha M. Eliot was with the Chil- 
dren’s Bureau for more than 30 years be- 
fore going to the Harvard School of Pub- 
lic Health in 1957 to head the department 
of maternal and child health. As associ- 
ate chief of the Bureau in 1934, she helped 
shape the provisions for mothers and chil- 
dren in the Social Security Act. She has 
just retired from the Harvard position and is now a con- 
sultant for the World Health Organization. 


A pediatrician with a public health degree, 
Dr. Arthur J. Lesser has been with the 
Children’s Bureau since 1941, first as a 
specialist in crippled children’s services and 
for the past 8 years in his present position. 
Previously, he was for a year with the New 
York City Department of Health and for 


2 years was in private pediatric practice. 


Elizabeth Boggs, left, has 
been connected with the Na- 
tional Association for Re- 
tarded Children since 1952 
and its president since 1958. 
She is a board member of 
the National Health Council 
and a past president of the 
New Jersey Welfare Council. Gdsta Nordfors, right, has 
for 19 years worked in Stockholm’s program for retarded 
children, for 14 of them as its director. 


Before taking his present position in 1954, 
Wayne Vasey was director of the School of 
Social Work, State University of Iowa. A 
graduate of the University of Denver 
School of Social Work, he has worked in 
Federal, State, and local public welfare 
agencies. He is author of a book, “Gov- 
ernment and Social Welfare,’ and a con 
tributor to professional journals. 
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Twenty-five years of soctal security ~ 


THE CHILDREN'S TITLES IN THE 
SOCIAL SECURITY ACT 


L Origin of the Social Welfare 


Provisions 


KATHARINE F. LENROOT 
Former Chief, Children’s Bureau (1934-51) 


HE CORE of any social plan must be the 

child.” 

port of the Committee on Economic Security, 
transmitted to Congress on January 17, 1935, by 
President Franklin D. Roosevelt. Out of that re- 
port 7 months later—on August 14, 1935—came the 
Social Security Act of 1935, the first attempt by the 
Federal Government to deal with problems of eco- 
nomic security for individuals on a permanent rather 
than a temporary basis. 


These words are contained in the re- 


The act, however, was not 
limited to economic aid, but provided also for cer- 
tain types of public services, including services for 
children. 

Today, as we are concerned about the effect of the 
“affluent society” on home life and the problems of 
childhood and youth, it is hard to realize that 25 
years ago we were concerned with recovery from 
the worst economic depression in our history. While 
many children today live in families having mar- 
ginal incomes or receiving some form of socially pro- 
vided aid, the picture as a whole is far different from 
that of 1934, when 31 percent of the people in the 
United States who normally worked for wages or 
small salaries were out of jobs. 

On June 29, 1934, the President created the Com- 
mittee on Economic Security, with the Secretary of 
Labor, Frances Perkins, as Chairman, to draw up 
a program through which the Federal Government 
could help provide some basis of security to families 
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and individuals. The Children’s Bureau was asked 
by the Committee to act in a consultative capacity 
with regard to the parts of the program relating to 
child health and child welfare, including aid to de- 
pendent children. The Bureau’s recommendations 
to the Committee were developed with the aid of an 
advisory committee on which both health and social 
work were represented, and in the light of the find- 
ings of the 1930 White House Conference on Child 
Health and Protection.’ 

The recommendations of the Committee were sub- 
stantially incorporated in the bill which became law 
on August 14, 1935. It provided for income main- 
tenance for the unemployed, the aged, and the blind 
on the insurance principle or through grants to the 
States for such of these as were in need. It also 
provided grants to the States for aid to needy chil- 
dren living with parents or relatives and deprived 
of parental support or care for specified reasons; 
for child welfare services; for maternal and child 
health and crippled children’s services; for public 
health work; and for vocational rehabilitation. 

Although the immediate factors which led to the 
enactment of the social security program lay in the 
economic depression, evidence of society’s concern 
for the well-being of children had been increasing 
for more than half a century, and especially in the 
20 years between the first White House Conference 
on children and the vast unemployment of the thir- 
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The principle that children should not be 


ties. 


removed from their homes by reason of poverty alone 
had been stressed by each of the decennial White 
House Conferences, and was incorporated in State 
“mothers’ aid” legislation, beginning in 1911 and 
enacted in all but a few States by 1931. In 1954 
approximately 109,000 families with 280,000 chil- 
dren were receiving assistance under State mothers’ 
aid laws.’ 

1912, the Children’s 
sureau had made studies of many aspects of child 


Since its establishment in 
health and child welfare and had had experience in 
administering grants to States under the short-lived 
Maternity and Infancy Act of 1921. 
at large, great advances had been made in medical 


In the country 


care and health services and in social work. 

During the early and mid-thirties the economic 
depression sharply curtailed many existing services 
for children, when the overwhelming needs of the 
State or 
local funds for mothers’ aid were reduced in many 
States. With the imminent liquidation of the Fed- 


period called rather for their expansion. 


eral emergency relief program, carried out in 1955 
and replaced by a Federal works program, many 
needy mothers and children without breadwinners 
would be left. without resources, unless other pro- 
visions were made.’ * 

Resources for children who needed care away 
from their own homes were also sharply reduced 
in this period’ but Federal emergency relief funds 
were not being used for their care although home- 
less young people were included in a program for 
transients. 

In its report to the Committee on Economic Se- 
curity, the Children’s Bureau noted that the basic 
service necessary to deal with conditions of neglect, 
delinquency, and mental disturbance or physical 
handicaps is child welfare service, “designed to fur- 
nish skilled investigation of the individual needs of 
the child and to make available the services of any 
agencies in the community or State that may be 
adapted to the particular situation.” In general, 
however, public and private social welfare services 
for families and children were available only in the 
In 1932 only about 5 percent 
of all counties with less than 30,000 population had 
Federal 
emergency relief, however, under 1933 legislation, 


. 


large urban centers. 
public social workers for such service. 
reached into the most isolated, scattered, and finan- 
cially impoverished areas, bringing social workers 
into many of them for the first time. 


Inevitably most of the 40,000 social workers en- 
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gaged in administering relief to nearly 5 million 
families were without professional social work train- 
ing, although an effort was made to include at least 
The Federal 


Kmergency Relief Administration also developed 


one trained person in each local unit. 


inservice training programs and opportunities for 
short periods of study in schools of social work. 


Aid to Dependent Children 


In the development of the Committee’s recom- 
mendations in regard to aid to dependent children, 
two different points of view, based on different types 
of experience, emerged. The view represented by 
the Children’s Bureau, growing out of its observa- 
ations of State mothers’ aid laws, regarded the pro- 
vision of aid for children in their own homes as a 
form of child welfare service. Under this concept, 
the mother receiving aid had an obligation to do 
her best to create suitable home conditions and care 
for her children, while the agency administering the 
aid had an obligation to give her guidance and 
service and to keep informed about the kind of care 
the children were receiving. This concept was re- 
flected in the pioneer work done by some public 
child welfare agencies in devising standard family 
budgets not only as a basis for caleulating the 
amount of aid to be given but also for guiding the 
expenditure of funds and in the studies conducted 
by the Children’s Bureau on standards of housing, 
feeding, health, and education in families receiving 
mothers’ aid.® 

Actually this philosophy was carried out in prac- 
tice only in certain areas and to a limited degree. 
Great diversity existed among the States in mothers’ 
aid laws, in administrative agencies, in breadth of 
geographic coverage, in availability of funds, in 
amounts of payments, and in 
Less than one-half of the local units authorized to 


sizes of caseloads. 


In some 
jurisdictions where an attempt was made to main- 
tain budgetary standards for individual families, 
The 
administration of aid by trained social workers was 
an objective which could be realized only to a small 
degree, especially in areas outside the large cities. 
Moreover, the amount of control over family ex- 
penditures and other elements of family life, exer- 
cised in greater or less degree, was felt by some to 
be an infringement of personal freedom. 

This type of program was selective in character, 
leaving to other means, including general assistance 


grant mothers’ aid were actually doing so. 


this was done at the price of a waiting list. 


or foster care, children of families in which the 
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mother’s potentiality for providing a suitable home 
life for her children was poor. Its purpose was to 
assure continued aid for the period of the children’s 
dependency, if necessary, and to give help to the 
mother in providing a good home life for her chil- 
dren. Such services could be given only where case- 
loads were small and competent workers available. 
The other point of view grew out of experience in 
dealing with massive need during the economic de- 
pression. The Federal Emergency Relief Admin- 
istration urged the enactment of a very broad type 
of aid which would have amounted to the estab- 
lishment of a general assistance program for all 
families having children under 16. The 
agency proposed a definition of dependent children 


needy 


to mean “children under the age of 16 in their own 
homes, in which there is no adult person, other than 
one needed to care for the child or children, who is 
able to work and provide the family with a reason- 
able subsistence compatible with decency and 
health.” It is the last clause, relating to “reasonable 
subsistence,” that would have extended the program 
far beyond the purposes of the older mothers’ aid 
programs. The relief agency also proposed, as did 
representatives from the American Association of 
Social Workers, that the program become part of 
greatly strengthened State public assistance pro- 
grams under public welfare auspices.* 

In its report the Committee on Economic Secu- 
rity expressed the opinion that fatherless and other 
“voung” families without a breadwinner should be 
differentiated from permanent dependents and un- 
Administration of the 


pendent-children program, however, in the bill 


employables. aid-to-de- 
drafted in accordance with the Committee’s recom- 
mendations, was placed in the Federal Emergency 
Relief Administration, which, it was thought, might 
be continued with new functions, and the definition 
of “dependent child” was broad. A clause was in- 
cluded in the “purpose” section of this title of the 
bill, “assuring as far as practicable a reasonable sub- 
sistence compatible with decency and health.” * 

In the congressional hearings on the bill, testi- 
mony in support of the provisions for aid to depend- 
ent children was provided by the Children’s Bureau 
and other child welfare agencies, and rested chiefly 
on the experience under State mothers’ aid legisla- 
tion. As passed by the Senate the bill placed the 
the the Children’s 
Bureau, but in conference it was changed to vest 


administration of program in 


administration in the Social Security Board. 
As finally enacted, the Social Security Act re- 
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stricted its aid to children who are “deprived of 
parental support or care by reason of the death, con- 
tinued absence from the home, or physical or men- 
tal incapacity of a parent,” and who are living with 
a parent or specified relative in his own home. Thus 
the “mothers’ aid” concept of separating out from 
the general relief load children in need of care be- 
cause of the absence or incapacity of a parent pre- 
vailed. Federal aid was made contingent upon state- 
wide operation of the plan, financial participation by 
the State, and a fair hearing procedure available to 
any person whose claim with respect to aid to a de- 
pendent child was denied. The purpose clause re- 
lating to “reasonable subsistence” omitted. 
Certain deficiencies of the legislation have since been 
corrected by amendments to the act, including a 
lower matching ratio for aid to dependent children 
than for old-age assistance and aid to the blind; the 
failure to include financial aid for the person caring 
for the child; and the absence of provision for a 
merit system in appointments of personnel, 


was 


How- 
ever, differences in maximum amounts specified as a 
basis for calculating the Federal share in the costs 
of the programs still maintain an element of inequal- 
ity in aid to dependent children as compared with 
other assistance programs. 


The Need for Services 

The original act made no specific provision for a 
program of service that would help the mother in 
planning for her children and in developing her 
own strengths and capacities. The shift over the 
years in the predominating composition of the aid- 
to-dependent-children caseload from families de- 
prived of a breadwinner by death—provided for in- 
creasingly through old-age and survivors insur- 
ance—to families whose homes have been broken by 
desertion or divorce or in which the father is in- 
capacitated or the child illegitimate has intensified 
the need for services intended to strengthen family 
life. Such services have been authorized in the 1956 
amendments to the act, but have been very difficult to 
provide on any large scale because of heavy case- 
loads, the shortage of trained workers, and other 
factors. Increasing efforts are, however, being made 
in this direction. 

Although great gains have been achieved since 
1935 in coverage, in size of payment, and in standards 
of administration, the aid-to-dependent-children pro- 
The 


programs, to 


gram in many States is far from satisfactory. 
the 


bring constructive service as well as financial aid 


aims of “arlier mothers’ aid 
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to families, in many places have not yet been real- 
ized. The whole problem of children needing finan- 
cial aid today presents great contrasts with the 
situation in the depression and predepression years, 
and calls for different approaches. 


Child Welfare Services 


The development in social work which led to the 
incorporation of the child welfare provisions in the 
Social Security Act was the growth in the first 
quarter of this century of public countywide services 
for child care and protection. The need for public 
services of this type was greatest in small towns and 
rural areas. <A private agency, the New York State 
Charities Aid Association, under the leadership of 
Homer Folks and H. Ida Curry, played a significant 
role as a stimulator of public services for children 
in New York State, and its work had a great in- 
fluence in other States. 

The Children’s Bureau, through studies made 
under the direction of Emma QO. Lundberg, also 
encouraged the States to provide such services, as did 
a number of State commissions on child-welfare 
which up across the 
within a few years after 1915. 


legislation sprang country 
The primary ob- 
jective of those programs, according to Miss Lund- 
berg, “was to bring the social welfare activities of 
local units into close relationship with the respon- 
sibilities of State departments of social welfare and 
to inject the principles of social casework into the 
treatment of social welfare problems by public agen- 
cies.”® By 1931, 12 States had enacted legislation 
creating county boards or departments to bring some 
social services to children, particularly in rural 
areas.* 

In the early thirties the Children’s Bureau tried to 
obtain an appropriation of $100,000 for furthering 
the development of county social services for children 
through demonstrations to be conducted in several 
States in cooperation with State and local officials. 
This request did not receive the approval of the 
Bureau of the Budget, and hence was not submitted 
to Congress. The opportunity for a broader pro- 
gram of aid to the States in extending and 
strengthening these services came with the Social 
Security Act. 

As first drafted, the child welfare provisions of 
the act (title V, part 3) followed the pattern of 
specifying requirements which State plans must 
meet before they could be approved by the Chil- 
dren’s Bureau—the general pattern of Federal-aid 
legislation. The State plans were to include reason- 
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able provision for State administration, the fur- 
thering of local public child welfare services, and 
cooperation with health and welfare groups and 
organizations. This part of the bill, however, was 
changed to meet the objections of persons who 
feared that the effect of Federal aid as originally 
conceived would be to limit the sphere of service 
for voluntary agencies. The result was a highly 
flexible authorization, providing for the joint devel- 
opment of plans by the State agency and the Chil- 
dren’s Bureau, with no requirements specified. 
Under this joint planning, each party could hold to 
the conditions it deemed necessary, the Federal grant 
being made to the State only if agreement was 
reached. 

The services which could be provided by the State, 
with the aid of the Federal grant to pay part of 
the cost, were district, county, or other local public 
welfare services in predominantly rural areas, for 
the protection and care of homeless, dependent, and 
neglected children and children in danger of be- 
coming delinquent. The Federal funds could also 
be used for State services to assist in the develop- 
ment of adequate methods of community child wel- 
fare organization in predominantly rural areas and 
other areas of special need. An annual appropria- 
tion of $1,500,000 was authorized. 

In view of the broad scope of the language of 
title V, part 3, of the Social Security Act, and of 
the fact that few precedents for these services existed 
in most. of the States, the Children’s Bureau had to 
be exceedingly flexible in its approach to the States, 
adapting it as the individual situation demanded. 
Its success in getting programs underway in all the 
States was due very greatly to the leadership and 
personality of Mary Irene Atkinson, the first Direc- 
tor of its Child Welfare Division. 

To aid in the development of policies, the Bureau 
appointed an advisory committee and held confer- 
ences of State child welfare directors. In its first 
report the committee stressed the importance of 
drawing in all the services available for children 
in each State or locality, using local committees and 
building up informed citizen interest in the pro- 
gram, employing qualified personnel, and develop- 
ing opportunities for staff to obtain professional 
training. Over the years, the educational leaves 
granted by State child welfare agencies through the 
aid of Federal funds have greatly contributed to 
the recruitment and training of qualified personnel 
for public welfare programs in general, as well as 
for child welfare services. 
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When the Social Security Act became law, 11 
States had no provision for statewide child welfare 
services for children. Two years after Federal so- 
cial security funds first became available, every State 
but one was cooperating in the child welfare pro- 
gram. By the end of 1939 all the States were 
included.’ 

[t is not within the scope of this article to discuss 
the impact of World War IT upon child welfare pro- 
grams; the developing concepts of what a compre- 
hensive child welfare program should include; the 
problems presented by the inclusion in the same 
State and local public welfare programs of the enor- 
mous task of administering public assistance and the 
relatively small but intensive programs for lifting 
the level of services for children through providing 
training for workers, demonstration programs, and 
keeping caseloads to manageable size; the broaden- 
ing of the program’s scope through successive 
amendments to the act; the increase in amounts au- 
thorized to be appropriated as well as in actual 
appropriations: and the proposals made in 1959 by 
the Advisory Council on Child Welfare Services for 
further broadening and extending the program.® 


It is, however, appropriate to point out that great 
unmet needs still exist among children, and to stress 
the importance of an approach to the problems of 
child welfare which include strengthening both fam- 
ily and community life. Methods of attack will 
have the greatest chances of success if they include 
incentives for family self-help, personal growth, 
mutual aid, and cooperative effort in neighborhoods 
and communities, with citizen understanding and 
participation, and the linking up of specialized serv- 
ices with basic local programs. 


‘Report to the President of the Committee on Economic Security. 
Washington, D.C., 1935. 

* Economic Security Act. Hearings before the Committee on Finance, 
U.S. Senate, 74th Cong., 1st sess., S. 1130, Jan. 22 to Feb. 20, 1935. 

* Social Security Board: Social security in America; the factual back- 
ground of the Social Security Act as summarized from staff reports to 
the Committee on Economic Security. Washington, D.C., 1937. 

* Brown, Josephine C.: Public relief, 1929-1939. Henry Holt & Co., 
New York, 1940. 

°U.S. Department of Labor, Children’s Bureau: Proceedings of con- 
ference on mothers’ pensions, June 8, 1922. Children’s Bureau Publica- 
tion No. 109. 1922. 

® Lundberg, Emma Octavia: Unto the least of these; social services for 
children. D. Appleton-Century, New York, 1947. 

7U.S. Department of Labor, Children’s Bureau: Child welfare serv- 
ices under the Social Security Act; development of program, 1936-1938. 
Children’s Bureau Publication No. 257, 1940. 

* Kidneigh, John C.: A look to the future in child welfare services. 
Children, March-April 1960. 








THE CHILDREN’S TITLES IN THE SOCIAL SECURITY ACT 


Il. The Growth 


of Public Child 


Welfare Services 


MILDRED ARNOLD 


Director, Division of Social Services, Children’s Bureau 


N THE 25 YEARS that have passed since the 
Federal Government, through the Social Securi- 
ty Act, took the momentous step of joining 

forces with the States in developing their public 
child welfare programs, this partnership has proved 
a potent force in bringing services to children. 

The partnership created by the act has had some 
unique characteristics that have had tremendous in- 
fluence on the way in which State child welfare pro- 


grams have developed. These grants, the Congress 


VOLUME 7 — NUMBER 4 


determined, were not to be used to pay for part of 
the total cost of public child welfare services, as in 
the public assistance programs, but to help get new 
services started; to reach more children with estab- 
lished services; to improve the quality of services 
provided. 

The basic purpose of Federal grants-in-aid for 
child welfare services has remained the same since 
the Social Security Act was originally passed. There 
were significant amendments to title V, part 3, in 
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1950 and 1958, but these amendments did not change 


the definition of child welfare services nor the con- 
cept of using the funds to extend and strengthen 
services. 

The 1950 amendments provided, for the first time, 
for the use of Federal funds for the return of run 
away children to their own communities in another 
State in cases in which such return was in the in 
terest of the child and the cost could not otherwise be 
met. They also provided that in developing child 
welfare services for children, the facilities and ex- 
perience of voluntary agencies should “be utilized in 
accordance with child care programs and arrange- 
ments in the States and local communities as may be 
authorized by the State.” 

The 1950 amendments also changed the basis for 
allotment of funds to the States, relating it to the 
rural child population of the State instead of the 
rural population as a whole. Thus an advantage 
was given to the States with large numbers of chil- 
dren living in rural areas. These amendments also 
raised the amount which could be appropriated to 
$10 million. 

The most significant amendments to title V, part 3, 
were made in 1958. Foremost among them was the 
lifting of the restriction on the use of the Federal 
funds to rural areas, so that the funds can now be 
used by the States in whatever area they are needed. 
At the same time the authorization was raised to $17 
million and Guam was brought into the program. 

The 1958 amendments also brought a significant 
change in the way the funds were to be allotted to 
the States. The uniform grant allowed each State 
was increased from $40,000 to $60,000 if the appro- 
priation reaches the $17 million authorized. If the 
appropriation is lower—which so far has been the 
the amount of the uniform grant bears the 
same relationship to $60,000 that the total appropria- 
tion the full amount authorized. The 
amendment provides that the funds remaining after 
allocation of the uniform grants are to be appro- 


case 


bears to 


priated to the States in relation to a combination of 
factors, varying directly with child population under 
21 and inversely with the ratio of State per capita 
income to the per capita income in the United States 
as a whole. 

Another significant change brought by the 1958 
amendments is that for the first time Federal child 
welfare services 


funds must the 


As in the allotment 
of funds, this “matching” is also to be done on a 


be “matched” by 
States, beginning July 1, 1960. 


variable basis related to per capita income so that the 
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poorer States will receive a larger proport ion of Fed- 
eral funds in relation to their expenditures for child 
welfare, 

Because of the extensive nature of these amend- 
ments the Congress established an Advisory Council 
on Child Welfare Services to make recommendations 
to the Secretary of Health, Education, and Welfare 
and the Congress in regard to title V, part 3, of the 
act. The report of this Council was made on Jan- 
uary 1, 1960, and on that date the Council ceased to 
exist. 


Foundation for Programs 

Since the main purpose of the child welfare serv- 
ices grants was to extend and strengthen child wel- 
fare services, the presumption when the Social 
Security Act was passed was that some services al- 
ready existed which could thus be extended and 
strengthened. 

Miss Lenroot has given a picture of the great 
variation among the States in what they provided 
for children and of the meagerness of their resources. 

What is the picture today’ The foundation for a 
comprehensive program of services to children has 
been laid in every State. AI] 50 States, the District 
of Columbia, Puerto Rico, and the Virgin Islands 
have State departments concerned with and carrying 
specific responsibilities for the welfare of people, 
including responsibility for the provision of child 
welfare services. In many States real progress 
toward a well-rounded program has been made. The 
partnership of the Federal Government with the 
States in regard to child welfare services has proved 
to be a strong catalyst for action. 

Progressively over the years, these Federal funds 
for child welfare services have served as magnets, 
drawing out more and more State and local efforts 
in behalf of children. In 1959 the States and Terri- 
tories spent $186 million on child welfare services. 
On June 30, 1959, more than 7,000 full-time publie 
child welfare employees in professional positions 
were providing services to 364,300 children of whom 
10 percent were in their own homes or the homes of 
relatives, 43 percent were in foster family homes, 
and 17 percent in institutions or elsewhere. 

Though much progress has been made, no State 
has as yet a completely well-rounded program for 
all children who need child welfare services. But 
most States are moving steadily forward. 

The aim of this program is to assure the availabil- 
ity of child welfare services to all children needing 


them, regardless of race, religion, economic or social 
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status, or length of residence in one spot. The serv- 
ices offered in the States today are for the most part 
free of many of the restrictions in other programs, 
such as a test of economic need or residence within 
the State. Where they are available, therefore, they 
are there to serve all in need of them. They are, 
unfortunately, not yet available in all counties in 
this country. 

The professional nature of child welfare services, 
stimulated from the beginning by the Children’s 
Bureau’s encouragement of the use of Federal funds 
to provide educational leave, has steadily developed. 
This aspect of the program has grown until today 
practically every State uses Federal funds to en- 
courage staff members to study in schools of social 
work. About 500 workers are receiving training this 
way each year. About 10 percent of the $13 million 
granted to the States for child welfare services in 
1960 will be used for educational leave. 


Their Scope 


In the years since the passage of the Social 
Security Act, the scope of the public child welfare 
programs has broadened and the emphasis of service 
has changed. In the thirties the emphasis in child 
welfare service was largely on care of children away 
from their own homes. But over the years child 
welfare workers have increasingly realized that every 
child needs a permanent home of his own, preferably 
with his own parents. Accordingly the focus of 
child welfare programs has increasingly shifted 
toward working with parents, who may be ill, 
handicapped, incapacitated, neglect ful, abusive, or 
unmarried, in an effort to prevent the breakup of 
homes. This shift, in turn, has called attention to 
the need for resources, such as homemaker and day- 
care services, that can be used to help children re- 
main at home when crises develop or when the 
mother goes out to work. 

This emphasis on the preservation of homes has 
led agencies to reach out to hitherto unreached 
groups of people in an effort to provide services 
before it is too late. Thus at present, we find that 
social services to special groups of children, such 
as the mentally retarded, the emotionally disturbed, 
the neglected and abused, are receiving special atten- 
tion in many public child welfare programs. The 
concept of a “home of his own for every child” be- 
comes more real as public welfare departments ex- 
pand their adoption services to serve besides the 
widely sought healthy white infants, children who 
are physically handicapped, emotionally disturbed, 
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beyond the toddler age, or members of a racial 
minority, or children who as brothers and sisters 
need to be kept together in one family. Children 
such as these also need a permanent home of their 
own. 


The Meaning of Partnership 


Although Federal funds have represented only a 
small percentage of the total expenditures for public 
child welfare programs, they have had an importance 
far beyond their size. As one State child welfare 
administrator has so aptly said, these funds have 
provided “seed money” that have made it possible 
for the States to start and nurture services in areas 
totally lacking them or for children and families 
never before served. They have made available re- 
sources to meet children’s special needs, such as 
psychiatric and psychological services, remedial 
reading instruction, treatment centers for emotion- 
ally disturbed children, day-care centers for migrant 
children, and a host of other services that might 
not have flourished if their importance and value 
had not been clearly shown through the mirror of 
actual practice. They have provided professional 
training, institutes, refresher courses, and super- 
vision for child welfare staff, often sorely needed in 


new and expanded services. They have made pos- 


sible demonstration and research projects. 
The “joint plan” provision of title V, part 5, of 


CHILDREN RECEIVING CASEWORK SERVICES 
THROUGH CHILD WELFARE AGENCIES 
June 30, 1958 
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About 417,000 children were receiving casework services from 
public or voluntary child welfare agencies on June 30, 1958. 
The chart does not show all children in institutions nor those 
receiving casework services from institutional staffs. 
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the act has greatly strengthened efforts to improve 
programs by furnishing the Children’s Bureau and 
State staffs an opportunity to note each year how 
far the States have advanced in planning, to look at 
unmet needs, and to chart the course ahead. 

The 1950 amendment relating to the use of the 
facilities and experience of voluntary agencies has 
stimulated efforts on the part of both public and 
voluntary agencies for coordination of services. 
Both types of agencies have the same long-range 
purpose—to serve children more effectively—a task 
which calls for a high degree of communication, 
cooperation, and collaboration between them. 

As public child welfare programs have expanded, 
the realization has grown that they cannot move 
forward alone, for they contribute to and receive 
help from other programs that render services to 
children. Moreover, other professions besides so- 
cial work are deeply involved in child welfare pro- 
grams. They provide, for example, the health and 
medical services in foster care facilities, the educa- 
tional services in group care facilities, and the 
medical and legal services in adoptions. Federal 
child welfare grant funds, guide materials, and con- 
sultation from the Children’s Bureau have helped 
to stimulate cooperative efforts among the various 
professions engaged in such services. 

The phrase in the Social Security Act allowing 
Federal funds to be used to develop “State services 
for the encouragement and assistance of adequate 
methods of community child welfare organization,” 
has stimulated State and local welfare agencies in 
many places to play a more vital role in community 
planning for children. 


A Look Ahead 


The services extended to children, since the pas- 
sage of the Social Security Act, have been substan- 
tial and impressive. Many children have been able 
to remain in their own homes with their own par 
ents; many others have found permanent homes 
through adoption; many have been spared a child- 
hood in an institution and many have been saved 
from foster care as a way of life. But as encour- 
aging as these accomplishments are, the goals which 
must be reached if the needs of children are to be 
met are stil] distant. 

What are some of these goals? To serve children 
and their families effectively, child welfare programs 
must have a foundation in State law, which clearly 
defines the rights of children, the rights and respon- 
sibilities of parents and guardians, and the responsi- 


134 


bility of society to serve and protect both children 
and their parents. This legal foundation should 
make possible the development of a comprehensive 
program of child welfare and youth services, avail- 
able to all, and of the quality required to meet the 
social welfare needs of children and youth. 

Child welfare programs in many States are oper- 
ating on too narrow a legal base; confusion and 
overlapping exist in related laws; services are often 
narrowly circumscribed. Adequate State legisla- 
tion can make a very substantial and lasting contri- 
bution to meeting the special problems of children 
and to maintaining family life for them. 

The structure and organization of public child 
welfare programs in many States leaves much to be 
desired. Often responsibilities are not clearly de- 
fined, the program lacks identity, resources are 
meager. Overshadowed by other larger programs, 
the child welfare program in some places becomes 
an “orphan”—detached, isolated, neglected, mal- 
nourished. States and communities must be 
strongly convinced of the importance of the child 
welfare program to the welfare of children and 
families and of its contribution to other programs 
within and outside the welfare department if this is 
to be prevented. 

Although many States have made valiant efforts 
to provide better financing of public child welfare 
programs, in many instances programs are still 
poorly financed. In some States where the services 
are locally administered, the State does not bear a 
sufficient share of the cost of services. The results 
of inadequate financing are clearly visible: insuffi- 
cient workers to provide coverage of services; too 
large a proportion of untrained staff; high staff 
turnover; low board rates for children in foster 
care, often resulting in frequent replacements; 
unmet special needs of children: wide gaps in and 
cenerally low quality of services. 

While 70 percent of the urban counties in the 
country have full-time child welfare workers in pub- 
lic programs, only 47 percent of the rural counties 
have such workers. This, in effect, means discrimi- 
nation against rural children. A neglected child, 
an abandoned baby, or an emotionally disturbed 
adolescent in a rural area may have no one to look 
to for help, while perhaps only a few miles away 
in a city a child welfare worker may be deeply con- 
cerned about a child in similar straits. Complete 
coverage of every corner of the country with child 
welfare services is an important goal for the future. 
Its achievement depends on long-range, comprehen- 
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sive planning through a fusion of Federal, State, 
and local effort. 

As unsatisfactory for many children as partial 
coverage of the country with services are child wel- 
fare staffs that are only partially trained. In 1957, 
58 percent of the public child welfare employees had 
some graduate social work training; of these only 
28 percent had 2 years or more of such training, the 
amount necessary to train a really skilled worker. 
Other halfway achievements mean that many loop- 
holes remain which are perilous for children. For 
example, 19,500 children were placed for adoption 
with unrelated persons in 1958 without the protec- 
tions provided by the services of a social agency; 
401,000 children under 12 years of age were recently 
reported by the Bureau of the Census as having to 
look after themselves while their mothers worked 
away from home; most of the 4,281 children in foster 
homes recently studied by the Child Welfare League 
of America were estimated to have little chance of 
having a permanent home of their own during the 
remainder of their childhood. 


While some acceleration has occurred in coopera- 
tive efforts within the field of child welfare between 
public and voluntary agencies and among different 
levels of government, and while citizen participation 
in planning programs has increased, still much re- 
mains to be done in broadening the base of child 
welfare planning. In its report the Advisory Coun- 
cil on Child Welfare Services pointed out that the 
needs for child welfare services are so great that 
meeting them will require maximum effort on the 
part of both public and voluntary agencies. This 
statement is reinforced by the State reports prepared 
for the Golden Anniversary White House Confer- 
ence on Children and Youth, which repeatedly call 
for the coordination of effort between all agencies, 
public and voluntary, in all aspects of programs af- 
fecting children and youth. 

Anyone concerned with these child welfare pro- 
grams during the last 25 years has experienced mo- 
ments of discouragement. But the steady progress 
in these years clearly indicates that these programs 
will continue to move forward. 





THE CHILDREN’S TITLES IN THE SOCIAL SECURITY ACT 


Ill. Origins and Development of the 


Health Services 


MARTHA M. ELIOT, M.D. 
Former Chief, Children’s Bureau (1951-56) 


HE INCLUSION in 1935 of programs to de- 
velop maternal and child health services and 
medical and related care for crippled children 
under title V, parts 1 and 2, respectively, of the 
Social Security Act, set in motion a new series of 
events in the longtime effort of many people and 
agencies to eliminate the hazards of pregnancy to 
mother and child, to assure life and health to every 
child, and to bring within reach of every family the 
health supervision and medical and related care re- 
quired during the maternity period and in childhood. 
The philosophy and principles of administration 
that influenced the initiation of these two programs 
were not new, but they were to be applied with a 
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breadth of concept of what constitutes good care 
in health and sickness that was new. The guiding 
principles stemmed from a fundamental concept 
developed early in our history that government in 
a democracy has a responsibility toward all the Na- 
tion’s children. In the colonial days the concept 
of local government responsibility for children had 
begun to take shape. During the 19th century, the 
responsibilities of the State and private agencies for 
the establishment of standards of care became 
clearer, especially for children and adolescents with- 
out parents or for those who were neglected. But 
the concept of partnership of the States with the 
Federal Government in improving the health of 
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mothers and children did not appear in public debate 
or Federal law until after the beginning of the 20th 
century. 


The establishment of the Children’s Bureau in 
1912 by Congress was “an expression of a belief on 
the part of many people that children are the most 
important of the Nation’s resources and that the 
Government should foster their development and 
protection by setting up a center of research and 
information devoted to their health and welfare.” ? 
Thus the national concern for children was trans- 
lated into a specific public policy to focus attention 
on the state of well-being of children throughout 
the country and on their common and special needs. 
To accomplish this, the Children’s Bureau selected 
areas for study and report that had nationwide sig- 
nificance, such as infant and maternal mortality, 
nutrition, methods of improving and administering 
child health and child welfare services at the county 
or city level, and State laws affecting child life. 
The important principle that emerged was that the 
eyes of planners, administrators, and workers with 
families must be focused not so much on procedures 
and rules as on the child himself and his particular 
needs. 


The Maternity and Infancy Act 

In 1919 a movement was fostered by Julia Lath- 
rop, first Chief of the Children’s Bureau, to adapt 
the already existing public policy of Federal grants- 
in-aid to States, being used for public roads and 
agriculture, to provide new incentive to meet more 
adequately the needs of mothers and infants. The 
passage of the Maternity and Infancy Act (gener- 
ally called the Sheppard-Towner Act) passed late 
in 1921 strengthened State and local public services, 
and brought to people, especially in the smaller 
towns and cities, knowledge of the principles of 
good maternity, infant, and preschool child care. 

Though the Maternity and Infancy Act expired in 
June 1929, there were many lessons to be learned 
from it which were to be of great value when the 
Congress in 1935 reestablished under the Social Se- 
curity Act the program of aid to the States for 
maternal and child health and added the programs 
of medical care for crippled children and child 
welfare services. 

The primary effect of the Sheppard-Towner Act 
was educational. Among the steps it helped the 
States to take were : employment of full-time or part- 
time physicians and public health nurses by State 
and local public health agencies to conduct prenatal] 
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and infant care conferences in smaller cities and 
towns similar to those already existing in larger 
cities; issuance to physicians of standards of infant 
care and of good prenatal, delivery, and postnatal 
care for mothers; systematic effort to teach a few 
principles of good maternity care to the large num- 
bers of untrained midwives practicing in some of 
the States and to supervise and license them. 

This program not only taught many people what 
kind of care they should expect, but helped them to 
perceive that the State and local health agencies can 
play a role in giving instruction and care to individ- 
uals which goes beyond community control of infec- 
tious diseases and involves matters of personal 
health. 

Though the program's administration was placed 
in the States, its planning was to a large extent a 
cooperative undertaking between the Children’s 
Bureau and a unit of the State health agency, usually 
a maternity and infancy division. Many of these 
administrative units, especially where a maternity 
and infancy program was new, looked to the Chil- 
dren’s Bureau for guidance and direction rather 
than to the State health ageney itself. It is not 
surprising that a number of experienced health offi- 
"ers, however, objected toa Federal agency's dealing 
directly with one of their departmental divisions. 
When the proposed Social Security Act was under 
discussion in 1934, Grace Abbott, then Chief of the 
Children’s Bureau, proposed immediately that the 
State responsibility for the program should be 
lodged in the State agency and not in a subordinate 
unit. 

Another lesson learned from the early maternity 
and infancy program grew out of Congress’ decision 
to limit its duration, at first to 5 years, and then to 
a total of 7. At the beginning of new undertakings 
the Congress is often understandably cautious in 
providing for indefinite support. However, there 
seems to have been surprisingly little realization 
when this program was established that many years 
of planning and program activity would be required 
to bring about large reductions in infant and ma- 
ternal mortality. The failure of this small (a total 
of $1,240,000), but for the times, bold program to 
bring about a significant decrease in maternal mor- 
tality in less than 5 years, though easily understood 
today, fed the flames of opposition and the program 
was brought to an end in 1929. 

Reports prepared for the President’s Committee 
on Economic Security in the fall of 1934 showed 
that a number of States increased their State appro- 
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priations for maternal and child care immediately 
after the cessation of the Maternity and Infancy Act 
in 1929, in a few instances to an amount exceeding 
their former Federal and State funds combined. As 
the great depression of the thirties intensified, how- 
ever, many States decreased their appropriations for 
this work. By 1934, 9 States no longer appropri- 
ated any State funds for maternal and child health; 
23 had decreased their appropriations; and only 5 
made appropriations equal to or above their com- 
bined Federal-State funds of 1928. It took the 
calamity of the economic depression, and, in 1934, 
an increase in the national infant mortality rate, to 
demonstrate that the former policy of Federal-State 
participation in the provision of health services to 
children and mothers was essential. 

By 1935 the country was ready for a new and 
more comprehensive program of health services for 
children, one that would have no time limits im- 
posed in the legislation, one that would not only 
stimulate the States to make greater efforts but 
would provide for continued extension and improve- 
ment, for demonstrations of new types of programs 
and new methods of operation, and for meeting the 
medical-care and related needs of crippled children. 


New Health Programs 


It may seem strange today that small tax-sup- 
ported programs of maternal and child health, medi- 
cal care of crippled children, and child welfare 
services were made part of an act whose purpose 
Was to provide economic security to workers and 
their families. Under discussion by the President's 
Committee on Economic Security were the pros and 
cons of including health insurance provisions in the 
When the bill 


Was introduced health insurance was not included, 


bill, and the arguments were heated. 


but the discussions opened the way for consideration 
of grants-in-aid to the States for general public 
health, maternal and child health, medical care of 
crippled children, child welfare services, and aid to 
dependent children. Citizen which since 
1929 had been trying to persuade the Congress to 
reinstate the former Maternity and Infaney Act, 
seized the opportunity to support the new health 
proposals, 


groups, 


The Committee on Economic Security formed ad- 
visory committees on public health and child wel- 
fare, which readily accepted the proposals for grants 
to States for general public health, maternal and 
child health, and medical care of crippled children. 
In the course of discussions among public health 
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advisers and staff some questions arose as to whether 
the funds for the children’s health services might 
not be combined with those for general public health 
and handled by the Public Health Service while the 
Children’s Bureau provided technical advice. The 
impracticality of establishing by law a policy of sep- 
arating the authority over funds from the provision 
of technical assistance led to the withdrawal of the 
proposal. In the advisory committee on medical 
care, where the debate had been concentrated on the 
proposals for compulsory health insurance, little at- 
tention was given to the small proposal for medical 
-are of crippled children. 

On August 14, 1935, with Presidential approval 
of the Social Security Act, the expanded program 
of grants to States for maternal and child health 
and the new program for medical care of crippled 
children and for child welfare services came into 
being. By omitting any time limit for these pro- 
grams, Congress adopted the position that the Fed- 
eral Government has a responsibility to use its 
central taxing power to assist the States on a con- 
tinuing basis in their efforts to improve the health 
and welfare of mothers and children. The clear in- 
tent of these measures was to increase opportunities 
for health and social development of all children no 
matter where the child happened to live. 

The responsibility for administering the programs 
and approving State plans was given to the Chief 
of the Children’s Bureau, though the rulemaking 
power, the allotment of funds, and the authority to 
hold hearings were reserved at first to the Secretary 
of Labor, under whose supervision the Children’s 
Bureau then operated, and later—as organizational 
changes in the executive branch of the Government 
took place—to the Federal Security Administrator, 
and then to the Secretary of Health, Education, and 
Welfare. Over the years the Children’s Bureau 
through delegated authority has in fact administered 
the program and approved State plans. 

The original act contained authorization for ap- 
propriation of $3,800,000 for maternal and child 
health services, $2,850,000 for medical care of crippled 
children, and $1,500,000 for child welfare services. 
Dollar-for-dollar matching was required for $2,820,- 
000 of the funds for maternal and child health and 
for the total amount for crippled children’s services. 
Of the sum for maternal and child health, however, 
$980,000 was set aside for allotment to the States 
“according to the financial need of each State for 
its State plan.” No 
matching by the States was required for this amount. 


assistance in carrying out 
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From the number of the section providing for this 
allotment, 502(b), it soon acquired the name of 
“Fund Bb” by which it is still known. The use of 
this fund to finance the special maternal and child 
health demonstrations required in the section on plan 
approval, as well as to meet other particular needs, 
such as training, quickly proved its stimulating 
value. 

In 1939, when the act was first amended, a similar 
provision for a Fund B was made for the crippled 
children’s program, and $1 million was added to the 
authorization for this purpose. At this time, also, 
requirements for a merit system were included in 
parts 1 and 2 of title V. 

Gradually during 25 years the ceilings placed on 
amounts authorized for appropriation have been in- 
creased until in 1958 the amount for maternal and 
child health reached $21,500,000, and that for crip- 
pled children’s services $20 million. In 1946, the 
total amount authorized for each of these programs 
was divided equally between the sum that had to be 
matched and that which did not (Fund B). 

The language of the “purpose” sections of the 
act’s provisions for these health programs and the 
conditions the act sets for approval of State plans 
provided basic policy related to their content, scope, 
and administration. These sections made clear the 
Congress’ intent that the program be the States’ 
program, not one in which the Federal Government 
would “cooperate” with the States as in the Maternal 
and Infancy Act; that the State and local services 
be extended and improved; that special attention 
be given to mothers and children in rural areas and 
areas of economic distress; that the program be sup- 
ported at least in part by State, in contrast to local 
funds, and that it be administered by a State agency 
or by local units under supervision of a State agency 
in accordance with a system that would assure effi- 
cient operation. 

In order to coordinate the maternal and child 
health program closely with the general public 
health program of each State, the act required that 
the State health department be responsible for ad- 
ministration. It did not, however, explicitly set this 
pattern in regard to the crippled children’s program. 
In a few States already established programs for 
crippled children were being administered by an 
agency outside the State health department. Un- 
willing to interfere with such arrangements, the 
Congress left it to the States to decide which agency 
should administer these medical care programs. 

However, practically every State which estab- 
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lished new programs under the stimulation of the 
Federal act gave the State health department admin- 
istrative responsibility. A few States have trans- 
ferred responsibility formerly placed in some other 
agency to the health department; a few others, still 
administered by an agency other than the State 
health department, have found ways of coordinating 
State and local services so that the benefits of the 
preventive child health program under the health 
departments could be made available to “crippled” 
children as well as others. Only one State has 
transferred the responsibility for crippled children 
from one nonhealth agency to another. 

Some States have taken advantage of the broadly 
stated purpose of the maternal and child health pro- 
visions to develop programs of medical care for 
groups of handicapped children not otherwise pro- 
vided for. This stated purpose was to extend and 
improve health services for mothers and children 
generally, presumably by any means that a State 
decided to use provided it stayed within the condi- 
tions laid down in the plan-approved section. Two 
conditions for plan approval gave particular empha- 
sis to improving the quantity and quality of care of 
children in their own communities: (1) provision in 
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the plan for extension and improvement of locally 
administered maternal and child health services; 
and (2) provision for demonstrations in needy areas 
or among groups of children in special need. The 
implication that standards of care, service, and quali- 
fications for personnel would be set up in the State 
plan was plain. 

While the act made the States responsible for the 
establishment and implementation of standards of 
care and for efficient operation of the maternal and 
child health programs, it did not limit them to 
applying conventional measures of prevention or 
care, to serving any particular groups of mothers or 
children, or to taking any specific steps. It left 
them free to extend the scope of care as new know]l- 
edge was acquired and to extend basic or special 
services geographically as funds increased. They 
could use their grants to learn new methods of pre- 
vention, treatment, or program operation; to inten- 
sify services for groups of children or mothers with 
special needs; to apply new knowledge through the 
organization of special demonstration projects. 
They could develop a wide variety of training oppor- 
tunities for personnel. They were not required to 
apply an economic means test to persons served. 

The purpose section of the provision for crippled 
children’s services was more specific. It required a 
State’s program to include services for finding chil- 
dren who are crippled or suffering from diseases that 
lead to crippling and to provide them with medical, 
surgical, and corrective services and care and facili- 
ties for diagnosis, hospitalization, and aftercare. 
No partial programs, leaving out, for example, ade- 
quate diagnostic or followup care were to be ap- 
proved. The way was, however, open for broad 
programs, since the act contained no definition of a 
crippled child and put no limit on the types of crip- 
pling conditions a State could include in its plan. 
The States could use funds for ill children in danger 
of becoming crippled. They could study and ex- 
plore methods of prevention or treatment. 

As in the maternal and child health provision the 
phrase “extend and improve” in the act’s provision 
for crippled children clearly set quality as an ob- 
jective. The State agencies were expected to estab- 
lish standards of care, qualifications for personnel, 
and standards of administration that would assure 
an ever-rising quality of medical and hospital care. 

Since the act made no mention of a means test, 
each State had to make its own decision in this re- 
gard. Thus the States faced the question of whether 
a means test would raise barriers against the equal 
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application of high standards of care for all chil- 
dren or would exclude any child from the services 
before the full course and cost of diagnosis and treat- 
ment were known. 

In the early years of the administration of the 
crippled children’s program, it became evident that 
effective operation of a medical care program in- 
volved continued effort to keep up to date informa- 
tion on the course of treatment each child was 
receiving and on supervision by the State administer- 
ing agency. Such a system required State profes- 
sional personnel and advisory groups to plan and 
provide continued consultation on program content. 
It meant devising methods for : technical administra- 
tive authorization and periodic reauthorization of 
care for each child; appropriate fiscal control; re- 
porting from vendors of service; cost accounting in 
hospitals to permit payment for care on a cost basis; 
and appropriate methods of payment to physicians 
and hospitals. 


Development of Policies 


In both the maternal and child health and crippled 
children’s programs, the policies set up in the act 
have proved to be sufficiently flexible to allow the 
States to develop the services as rapidly as funds, 
basic knowledge of prevention and treatment meth- 
ods, and availability of qualified personnel would 
permit. The absence of a time limit on the program 
has meant that planning could be done on a long- 
term basis providing for steady growth 
improvement. 

In 25 years there has been no need to modify the 
statements of public policy as set forth in the pur- 
pose sections of parts 1 and 2 of title V. The only 
new policies that have been introduced through 
amendments to these two provisions have: (1) pro- 
vided for the establishment of merit systems by the 
States; and (2) deleted a clause allowing funds 
unused at the end of a fiscal year to be carried over 
for two succeeding years. 

In carrying out it administrative functions the 
Children’s Bureau has directed its attention toward 
stimulating improvement in the quality of care, ex- 
perimentation by the States in new programs and 
methods, and increased use of multidiscipline groups 
of professional personnel; and toward focusing the 
States’ attention on the child as a person rather than 
only on the part of him affected by illness or impair- 
ment, or on procedure for procedure’s sake. This 
emphasis on quality has been the controlling force 
within the Bureau, whether the immediate task has 


and 
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Gradually increasing Federal expenditures for maternal and 
child health services have been accompanied by rapidly in- 
creasing State and local expenditures for such services. 


been to devise formulas for the distribution of funds, 
to advise on standards for a merit system, to seek in- 
creases in the Federal funds for the States, or to 
review State and local programs. 

Over the years the Children’s Bureau has con- 
tinuously consulted with a conference of State health 
officers and directors of crippled children’s programs, 
giving their opinion great weight in reaching policy 
Where differences of 
view, time has been allowed for the States to make 
adjustments before proposed policies have been made 
mandatory. 


decisions, there have been 


At the beginning of the programs in 1936 only one 
program policy was promulgated as a regulation. 
This required the State administration of the pro- 
grams to be organized in distinct units of the State 
agency under the direction of a physician responsi- 
ble directly to the State health officer. Experience 
under the Maternity and Infancy Act had shown 
that the maintenance of standards required programs 
involving the provision of health services and medi- 
eal care to children to be under the direction of a 
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person who was a graduate in medicine, preferably 
trained and experienced in pediatrics or in the ad- 
ministration of a maternal and child health program. 
In the beginning of the programs it was also found 
necessary to define certain provisions of the act, such 
as “demonstration services.” This was done at first 
not through regulations, which when published have 
the force of law, but as stated Children’s Bureau 
policies which could be modified as shown to be 
desirable. 

As policies were demonstrated with time to be 
necessary for efficient administration, or otherwise in 
the interest of the children, they were formulated 
into regulations. In 1949 there was a careful review 
of all regulations for both programs, and in 1950 an 
integrated, detailed compilation was promulgated 
by the Secretary and issued as part of the Bureau’s 
operational manual, a significant compilation of pub- 
lic policy in relation to standards of medical care 
and the protection of interests of the patient and the 
rights of vendors of services. Such regulations, for 
example, require the States to describe their stand- 
urds for personnel and facilities in their State plans, 
to limit their program’s provision of hospital and 
similar services to individuals receiving medical 
services under the plan: and to make their diagnos- 
tic services under the crippled children’s program 
available to any child without charge, without re- 
striction or requirement in relation to his family’s 
economic status or legal residence, and without re- 
quirement that he be referred to any particular indi- 
vidual or agency. 


Emergency Maternity and Infant Care 


Many policies related to the provision of medical 
care adopted originally for the crippled children’s 
program were made effective later for maternal and 
child health when, in 1943, the wartime emergency 
maternity and infant. care program came into exist- 
ence by act of Congress. The purpose of this pro- 
gram, which lasted until 1948, was to provide 
complete maternity care for the wives of servicemen 
in the four lowest pay grades without cost, as well 
as health supervision and medical care for their 
infants up tol year of age. Services and care under 
the program were financed entirely by the Federal 
Government. It was administered by the Chil- 
dren’s Bureau in accordance with the policies and 
regulations established for the maternal and child 
health program under Social Security Act. 

The decentralization of administration of this 
emergency program to State health agencies and 
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within States in many cases to local health agencies 
as in the title V programs, was the element that 
made possible the provision of care and services of 
high quality to approximately 85 percent of the 
persons eligible for care. The State health agen- 
cies and their local counterparts organized their 
own and many other resources in their States to 
the Leadership was 
provided by the State health officer and the director 
and staff of the State health department’s maternal 
and child health division, with appropriate contri- 
butions being made by the divisions of local health 
services, public health nursing, and crippled chil- 


marshal necessary services. 


dren's services, and the statistical, licensing, labora- 
tory, and financial units. The contributions of State 
and local services had an immeasurable effect on the 
quality, promptness, and availability of care. 

The components of the task which the health de- 
partments faced in this emergency program were the 
same as those with which they were familiar in con- 
nection with the other programs. They included 
the provision of medical, hospital, nursing, and 
social services, specialist’ consultation, blood banks 
and other resources for emergencies, recording and 
réporting procedures, and information on services 

However, relationships with hospitals 
and practicing physicians had to be renegotiated on 
the basis of a nationwide program that, by its uni- 
versal application to families of a specific population 


available. 


croup, required certain nationwide standards. 

The early period of operation of the wartime ex 
panded maternal and child health program was one 
of stress and strain for the State and local health 
departments. A great burden of work was suddenly 
placed upon them, made more difficult by the fact 
that the Congress did not provide for State adminis- 
trative costs until the program was in its second 
year. Some of their difficulties were inherent in the 
fact that the program, being national in scope, de- 
manded compliance with certain national standards 
of care, service availability, and procedures of re- 
porting and fiscal accounting. Nevertheless, the 
health departments responded in an amazingly effec- 
tive way within the limits of their resources. 

The Children’s Bureau had the multiple respon- 
sibility of making national policies with respect to 
standards and procedures, advising the States on the 
technical aspects of the program, and approving 
State plans for its operation. It is much to the 
credit of the State health departments that smoothly 
running administrative machinery was developed. 
Under this program 1,222,500 mothers were given 
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maternity care, and 230,000 infants medical care, at 
a total cost of $126,922,316. Thus State health de- 
partments had an unprecedented opportunity to be 
come familiar with the administration of a large- 
scale, public medical care program that provided 
services rather than cash benefits. The program 
gave them the experience of taking federally re- 
quired minimum standards of care and administra 
tive policies and finding a way to make them a part 
of State and local procedure. 

The experience also gave State health agencies an 
opportunity to test widely and sharpen up standards 
of care already in use in crippled children’s pro 
grams. It also gave them a chance to test federally 
established policies on payment for care to hospitals 
and physicians, such as those establishing rates of 
remuneration, requiring full payment to be made 
to vendors of care, and prohibiting them from charg- 
ing patients additionally. Many States struggled 
with the problem of differential payments for gen- 
eral practitioners and for specialists 


which required 
a definition of qualified specialists 


usually conclud- 
ing that only one rate for all was feasible. 


Recent Developments 


With the discontinuance of the wartime emergency 
maternity and infant care program, State health 
departments and other crippled children’s agencies 
could concentrate their attention on extending the 
programs under title V to meet the needs of the 
rapidly increasing child population and finding new 
Ways to improve the services. This has been accom- 
plished through strengthening programs for train- 
ing medical, nursing, nutrition, and social work 
personnel, and by extending service in additional 
(lirections to provide care not only, as traditionally, 
to children with orthopedic problems but also to 
prematurely born infants and to children with epi- 
lepsy, congenital heart disease, hearing or vision 
impairment, amputations, mental retardation, or 
emotional disturbance. 

The stimulating effect of the Federal funds is in- 
dicated by the fact that over the years, contribu- 
tions to these services from all levels of government 
have increased. In the aggregate, local and State 
funds have gone up at a faster rate than Federal 
funds. In recent years, however, decrease in the 
value of the dollar and the rising costs of modern 
medical and hospital care have been reflected in a 
smaller increase in the number of mothers and chil- 
dren served than might have been expected from 
the increases in funds available. Nevertheless, at 
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least three times as many childen are cared for today 


under the crippled children’s program as in 1940. 

A few States have developed effective methods of 
Increas- 
ingly as new projects are developed, methods of 


evaluating some aspects of their programs. 


appraising their success are being built into them. 

Since one advantage of the programs was their 
flexibility in allowing each State to develop services 
at its own pace, the States have not advanced uni- 
formly. This lack of uniformity has had its dis 
udvantages, that many 
mothers and children still do not have available the 


however, since it means 
facilities and skilled services that could have been 
made available with more rapid development. of 
training facilities; general and special preventive, 
diagnostic, and treatment services; a wider variety 
and greater number of facilities for health supervi- 
sion and medical care; and better compensation of 
professional and supporting personnel. 

Some States have supported professional training 
facilities that have been made available to personne! 
from other States. But the training of medical, 
nursing, and social work personnel for the high 
quality of public service required in those programs 
has gone forward at a rate far short of the pace 
required to keep up with the growth of the child 
population and expanding knowledge in the medical 


and social sciences. 





Some progress has been achieved by groups of 
political subdivisions, such as thinly populated 
counties, in cooperative planning and in pooling 
funds to make available basic health staff, super- 
visory and leadership personnel, and _ facilities. 
States have also grouped together to utilize Federal 
funds on a regional basis for highly specialized 
diagnosis, treatment, and aftercare programs re- 
quired for children with certain types of crippling 
conditions, such as congenital heart defects or am- 
putations, thus making good care available to many 
children who otherwise would not have access to it. 

Today health, welfare, and education authorities 
and private agencies cooperate with each other more 
often than they did 25 years ago to utilize each 
other’s skills and services for the benefit of children. 
As each group is better equipped with personnel and 
facilities to carry out its own work, it becomes ap- 
parent that the exchange utilization of the skills 
and facilities peculiar to the primary function of 
each group provides in the long run better care for 
children. ‘Though progress is being made in such 
interdisciplinary activities, there is still much room 
for closer coordination of agencies, more joint plan 
ning, and an accelerated exchange of ideas and pro 
fessional skills. 

‘ Bradbury, Dorothy E.: Four decades of action for children; a short 
history of the Children’s Bureau. U.S. Department of Health, Educa 


tion, and Welfare. Children’s Bureau Publication No. 358. 1956. 





THE CHILDREN’S TITLES IN THE SOCIAL SECURITY ACT 


IV. Health Services—Accomplishments 


and Outlook 


ARTHUR J. LESSER, M.D. 


Director, Division of Health Services, Children’s Bureau 


PERVASIVE THEME expressed through- 
out the 1960 White Conference on 
Children and Youth was the need for plan- 
ning to meet. problems brought about by the rapid 


House 


and complex social changes taking place in our coun- 


try. The extraordinary progress that has been 
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made in the protection of the health of mothers and 
children during the past 25 years is a source of great 
gratification. But a few cracks in the structure of 
our health services have appeared recently which 
should remind us that the progress made can be 


lost unless society is responsive to these changes. 
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In 1957, for the first time in 22 years, the infant 
mortality rate (deaths of infants under 1 year per 
1,000 live births) from 26 the 
year before; it increased again in 1958 to 27.1 and, 


increased to 26.3 


awl. 


according to provisional declined 


slightly in 1959 to 26.4. 


figures, only 
Large numbers of preg 
nant women are reported as coming to delivery 
with little or no prenatal care. In a paper given 
at. the White House Conference, a professor of ma 
ternal and child health told of a study which showed 
that 34 physicians serving child health conferences 
in one city spent an average of 4 minutes with each 
child. The resources in that city as in so many 
others have not been increased to keep up with the 
increase in the child population. 

A study conducted in California a few years ago 
indicated that the health supervision of 20 percent 
of the infants in the State involved no more than 
one visit, if any, to a physician, and that 36 percent 
were considered adequately immunized 
diphtheria, pertussis, and tetanus. 


against 


Paralytic polio in recent years has become pre- 
dominantly a disease of preschool children of low- 
income families, but only about one-half of the 
preschool population in this country is adequately 
immunized against it. 


Showing Progress 

We have made little progress in decreasing peri- 
natal mortality and in preventing handicapping con- 
ditions childen which 
prenatal or natal causes. 


among traced to 
We have the information, 
however, which, if applied, would reduce the num- 


ber of such perinatal casualties. 


may be 


We know that pre- 
mature birth is more apt to be accompanied by 
neurological damage to the infant than full-term 
birth. We know that there is an association between 
inadequate prenatal care and premature labor. In 
the District of Columbia, for example, where the 
incidence of prematurity is about 10 percent for 
the city as a whole, it is 22 percent for women who 
give birth without having had prenatal care. What 
we know about preventing unfortunate outcomes 
of pregnancy is not being adequately applied. We 
may actually be losing ground in our preventive 
health services for mothers and children. 

What are some of the factors which are making 
it essential to consider what must be done to hold 
The most 
outstanding are: (1) the increasing child popula- 


our gains and make further progress? 
tion; (2) social changes having a bearing on public 
health; (3) the increasing costs of medical care; 
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and (4) changes in the practice of medicine and pub- 
lic health arising from the findings of recent research. 


Population Changes 

According to Bureau of the Census estimates, in 
1935 there were 48,500,000 children under 21 years 
of age, in 1960 there were 73,300,000, and by 1970 
there are expected to be 91,300,000, or 42.3 percent 
of the population. By 1970 we may be having about 
5,600,000 births annually, an increase of about 30 
percent from 1959. 
increasing rapidly. 


The aging population is also 
The slowest growing group is 
in the age range 25-64 years. 

This means that children and the aged who lean 
most heavily upon our tax-supported and voluntary 
resources are increasing much more rapidly than the 
segment of the population which earns the money, 
is the source of tax revenue, and bears the major 
responsibility for child rearing. The outlook for 
working adults is greatly increased child-rearing 
responsibilities and increased financial demands. 

In the coming years the budgets for our health 
services must increase appreciably merely to keep 
up with the growth of the child population. We 
must also anticipate an increase in the proportion 
of infants attending public child health confer- 
ences—from approximately 13 percent at present 
to 17 percent in 1970. More children will also mean 
an increase in the number of handicapped children. 
During the next decade if State crippled children’s 
programs just keep up with the increase in child 
population and grow no more rapidly than during 
the decade 1950-59, the number of children for whom 
they will be providing medical services will nearly 
double—from 325,000 in 1958 to over 625,000 in 1970. 

The estimated costs of the maternal and child 
health and crippled children’s programs through 
1970 consistent with the expected increase in the 
child population and assuming no more than the 
recent rate of growth of these programs are shown 
in tables I and IT. 

The changes in the population composition of 
large cities are creating new social and public health 
problems. While related to the more general and 
familiar phenomenon of the increasing size of metro- 
politan areas, the problems of large cities are dis- 
tinectly different from those of the surrounding 
metropolitan counties. As middle-class families 
move to the suburbs, low-income families remain and 
others move in. Thus an increasing proportion of 
the resident population of most large cities is in the 
low-income group which is dependent upon commu 
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nity agencies for health supervision and medical 


care, 

For example, only 40 percent of the resident. moth 
ers who gave birth in the District of Columbia last 
year were delivered by private practitioners; 60 
percent were delivered by hospital service staff phy 
sicians. Of the women who gave birth at the Dis 
trict General Hospital, 45 percent received no pre- 
natal care at all.' Because of the increased number 
of deliveries at the District General Hospital, moth- 
ers and infants are often sent home within 24 hours 
after delivery to make room for other patients. 
Because of long waiting lists for admission to the 
city’s well-baby clinics, babies in their first year are 
viven priority. Some 16,000 children of preschool 
age are not receiving health supervision. 

In Baltimore attendance at well-baby clinics dur- 
ing the past 10 years has increased 50 percent, and 
at prenatal clinics 75 percent. 

In New York City one-third of the city’s infant 
population receives its well-child supervision at the 
city health department’s well-baby clinics. 

The New York Academy of Medicine estimates 
that by 1965 one-half of all deliveries in Manhattan 
will be of medically indigent patients, and adds: 
“The omission of prenatal care in this borough is 
rising about 2 percent per year. This reflects the 
marked increase in the number of individuals who 
are seeking care and who are unable to find it ina 
satisfactory manner.” * 

Similar examples can be found in large cities all 
over the country, many of which have not been able 
to respond adequately to the growing volume of de 
pendency in their populations. 

To a considerable extent, the readiness of children 
to enter school is influenced by the health super- 
vision they have had in the first 6 years of life. Such 
supervision falls off sharply after infancy so that a 
large proportion of children begin school with health 
problems requiring attention. School health serv- 
ices have expanded considerably, but whether such 
expansion is effective in improving the health of 


school-age children is debatable.’ 


Reducing Infant Mortality 


Despite the great progress which has been made 
in improving the health of mothers and children in 
rural areas, rural counties have higher mortality 
rates than urban areas. Thus, in 1957, maternal 
mortality was 5.3 deaths of mothers per 10,000 live 


» 


births in nonmetropolitan counties and 3.3 in metro- 
| 
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politan counties, a difference of 60 percent. There 


is, however, less difference in infant mortality 
rates—-27.8 in nonmetropolitan counties and 25.4 
in metropolitan counties. 

As infant mortality declines, the rate of reduction 
can be expected to decrease. But infant mortality 
in the United States is far from having reached an 
difference 
among States is considerable—20.9 per 1,000 live 


irreducible minimum. The range of 
births in Lowa to 39.4 per 1,000 in New Mexico in 
1957. Other countries have achieved lower rates 
than the United States. 

Further progress in reducing maternal, fetal, and 
infant mortality and morbidity could be made 
through the provision of- 

@ Adequate prenatal care for all 
mothers, with particular attention to women with 
present or past histories of complications of preg- 


expectant 


nancies and to women at either extremes of the child- 
bearing period. Such care may require the attention 
not only of doctors and nurses, but also of other pro- 
fessional staff such as nutritionists and medical 
social workers. 

@ Ifospitalization at any time for women with 
complications of pregnancy, including those which 
predispose to premature birth, and provision for 
care at home when appropriate with the help of 
medical and other home care staff. 

@ Consultation from obstetricians and other 
specialists, when needed, for all pregnant women. 
The New York Conference on Perinatal Mortality 
has stressed the importance of making specialist con 
sultation available day and night and cited four 
specific conditions in which it should be mandatory : 
abnormal presentation, operative delivery, bad ob 
stetric history, and medical complications. 

@ Hospital care for small premature infants and 
for full-term infants in need of specialized care, in 
units equipped and staffed to meet their needs. 

@ Home care from medical and nursing person 
nel when hospitalization for delivery must be brief. 
The use of a multidiscipline team as an extension of 
hospital services into the home would help to provide 
the needed continuity of care. 

Continued progress in maternity and newborn care 
is dependent not only upon adequate financing but 
also upon the availability of professional manpower. 
Though the number of annual births may increase 
by nearly 30 percent by 1970, the number of physi- 
clans is expected to increase by only about 18 per- 
cent. How then will adequate care be provided ? 
A few obstetricians have suggested the use of nurses 
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who have had special training in midwifery in hos- 
pital obstetric departments. ‘The function of the 
nurse-midwife is a subject of controversy in the 
United States. 


studies can the feasibility of this suggestion be de- 


Only through demonstrations and 


termined, 


The Mentally Retarded 

Since 1957, when the Congress first earmarked 
1 million of maternal and child health funds for 
grants for special projects for mentally retarded 
children, services for these children have rapidly 
increased. Forty-four State health departments 
now provide such services, including the 51 sup- 
ported by these earmarked funds. Approximately 
$2 million in Federal maternal and child health funds 
is being used for this purpose. During the calendar 
year 1958, 38 States reported the provision of health 
services for 6,700 retarded children. About 75 per- 
cent of these children were under 9 years of age. 

The objectives of the program for mentally re- 
tarded children are the same as some of those of 
the entire maternal and child health program : health 
supervision, preventive health services, the fostering 
of good mother-child and family relationships; the 
promotion of an understanding of the processes of 
growth and development. The provision of these 
services to meet the special needs of the mentally 
retarded child requires establishing a diagnosis of 
the child’s condition and an evaluation of his poten- 
tialities for growth, such as can be provided in a 
special clinic for the mentally retarded. 


The staff of the mental retardation clinic usually 
includes a pediatrician, who is generally the direc- 
tor, a psychologist, medical or psychiatric social 
workers, public health nurses, and in some elinies a 
child development specialist, a speech therapist, and 
« nutritionist. The services of psychiatrists and 
other medical specialists are provided on a consult- 
ant basis. With the diagnosis completed, a more or 
less continuous relationship must often be main- 
tained with the family by the social worker if the 
family is to be helped. But many families live far 
from the nearest clinic and cannot attend regularly. 
One of the problems encountered in these programs 
is how to secure continuing counseling and social 
casework services for families in small cities and 
rural communities. 

What is most meaningful to the parents is the 
help they receive in home training in regard to every- 
day living with | retarded children. Public 
health nurses can help the parents of these children 
in their own homes in the same way that they help 
the parents of normal children in the maternal and 
child health program, since the processes involved 
in guiding many mentally retarded children to 
achieve degrees of self-help are basically the same 
as in normal children.*| The nurse’s contribution, 
however, is dependent upon a thorough evaluation 
of the child and his family and the maintenance of 
a continuing relationship with the clinic staff. Most 
of these programs are offering public health nurses 
consultation and inservice 


training in mental 


retardation and in growth and development. 


Table I 


EXPENDITURES FOR MATERNAL AND CHILD HEALTH SERVICES 
Reported for Fiscal Years 1954-58 and Projected for Fiscal Years 1965 and 1970 


Amount (dollars) ! 


Average amount per child (cents) 
Estimated civilian 





Year population under 21 2 
Total Federal State and/or local Total Federal State and 
or local 
1954 $53, 307, 790 $12, 318, 590 $40, 989, 200 SS 20 68 60, 873, 000 
1955 52, 297, 800 12, 140, 032 10, 157, 768 83 19 64 62, 834, 000 
1956 59, 765, 847 11, 979, 027 17, 786, 820 92 18 74 64, 715, 000 
1957 63, 853, 176 14, 972, 935 48, 880, 241 96 23 73 66, 000, 000 
1958 68, 538, 991 16, 643, 626 51, 895, 365 99 24 75 69, 000, 000 
1965 4 112, 585, 950 135 83, 400, 000 
LO70 156, 910, 000 170 92, 300, 000 
Source: For fiscal years 1954-58, Joint Financial Report Form 11.1 


? For 1954-57, estimates are those used in apportionment, as prepared by the Bureau of the Census and the Children’s Bureau, 
Estimates for 1958 are from Bureau of the Census, P-25, No. 193, adjusted to include Territories and possessions (+2.4 percent). 
1965 estimates calculated Apr. 10, 1959. 
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A number of projects are located in teaching hos 


pitals and are being used for the training of medical 
students, interns, and other professional personnel, 
thereby incorporating into basic professional train 
ing present-day concepts of mental retardation and 
its medical, social, and educational implications. 
The possibility of preventing mental retardation in 
children with certain disorders of metabolism such 
as phenylketonuria has stimulated much interest 
among clinical and research physicians as well as 
among health departments and institutions. 

During the next few years some of the following 
features of health services for mentally retarded 
children should be explored : 

@ Expansion of community programs for men- 
tally retarded children to provide diagnostic, evalu- 
ative, and preventive health services and_ social 
services for the family. 

@ Greater development of the child health con- 
ference as a means of early case finding and 
supervision. 

@ The use of school health services as a means 
of bringing medical diagnostic skills into the identi- 
fication of children requiring special classes for the 
mentally retarded. 

@ Development of standards and licensing prac- 
tices for the growing number of nursery and day 
care programs for young mentally retarded children. 

@ Development of home assistance programs for 
parents who are caring for retarded children at 
home. 

@ Development of standards for residential fa- 
cilities and methods of promoting closer relationships 
with community clinics. 

@ Development of specialized services for re 
tarded adolescents. 


The Physically Handicapped 


Significant changes are taking place in the State 
programs for handicapped children, quantitatively 
Some 325,000 
children received medical services in these programs 
in 1958—or 4.8 per 1,000 of the children under 21 
in the United States. This is twice the 1937 rate. 


as well as in scope and concepts. 


The proportion of children receiving hospital care 
in these programs has been decreasing, constituting 
16 percent of the caseload in 1958 as compared with 
27 percent in 1937. The duration of hospitalization 
has also declined, from 44 days in 1937 to 23 days 
in 1958, the shortest average hospitalization since the 
establishment of the programs. 

In part the decrease in hospital care is attributable 
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to the changes in the predominating diagnoses in 
these programs. Initially they consisted almost en 
tirely of orthopedic service, but in 1958 orthopedic 
handicaps constituted a little less than 50 percent 
of the Major 
changes since 1950 include: epilepsy, up 596 percent ; 
congenital malformations, all types, up 94 percent ; 


diagnostic conditions reported. 


congenital heart disease, up 451 percent; hearing 
impairment, up 105 percent; mastoiditis, down 45 
percent; osteomyelitis and periostitis, down 47 per 
cent; poliomyelitis acute, down 89 percent ; paralytic 
poliomyelitis, down 10 percent. 

The increasing number of children who are re- 
ceiving only outpatient services and their many 
different kinds of handicapping conditions call for 
more attention to the quality of outpatient care. The 
trend toward ambulatory care is paralleled in pe- 
diatric care generally, as physicians increasingly 
treat children in their offices for conditions which 
hitherto required hospitalization. But work on 
standards of hospital care has been concerned almost 
entirely with the inpatient service. It is time that 
recommended standards for outpatient services were 
developed with attention to the organization of serv- 
ices for handicapped children. 

Research during the past two decades has pro- 
duced many dramatic developments in medicine. 
Some, for example the production of antibiotics, 
have had a revolutionary and widespread effect upon 
medical practice and public health. Those that par- 
ticularly affected crippled 
include 

@ The reduction in the incidence of rheumatic 
fever and the prevention of recurrent attacks. 


children’s programs 


@ Drugs that control epileptic seizures to an in 
creasing degree. 

@ The Salk polio vaccine. 

@ The diagnosis and surgical treatment of con- 
genital heart disease. 

@ The electronic hearing aid and its 
childhood. 

@ The new functional artificial hand. 

@ The drug treatment of tuberculosis. 


use in 


@ The increased understanding and application 
of the principles of physical and emotional growth 
and development. 

@ The extension and improvement of community 
programs for the care of handicapped children. 

Developments such as these are bringing about 
changes in the composition of the diagnoses among 
the children seen in both the outpatient and inpatient 
departments of hospitals and in pediatric practice 
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generally. A growing proportion of these children 
have long-term illnesses and handicapping condi- 
tions. In some teaching hospitals children with con- 
genital anomalies or congenital heart disease consti- 
tute between 30 percent and 50 percent of the in- 
patients. If such proportions are widespread, this 
has major significance for the design of hospitals, for 
medical teaching, and for the future of pediatrics and 
the crippled children’s programs. 

While we have evidence that the composition of the 
diagnoses in both inpatient and outpatient depart- 
ments has changed greatly, this is for the most part 
impressionistic, Studies are needed to give a clearer 
picture of the children being admitted to hospitals 
now in comparison with those of previous years. 

Albert Snoke has pointed out many other ways 
in which these changes are 


affecting hospital 


requirements : 


Experience throughout the country indicates steadily decreas- 
ing occupancy in children’s convalescent units and general 
hospital accommodations. Children are being treated at home 
rather than in hospitals, as there are a greater number of well- 
trained pediatricians and fewer children’s diseases requiring 
prolonged hospitalization. . . . All this requires fewer chil- 
dren’s beds, smaller hospital pediatric units, greater flexibility 
in the use of hospital beds, and a corresponding increase in 
facilities for the ambulatory care of children. 

Newer concepts of the needs of the child in the hospital, 
such as the necessity for a homelike atmosphere, liberalization 
of visiting rules and allowing parents to remain with children 
in the hospital are causing not only complete rethinking of the 
medical and nursing staff but also replanning of pediatric divi- 
sions to accommodate the parents and visitors comfortably and 
efficiently.” 

Especially significant for future planning are 
those centers for handicapped children which are 
attempting to meet the needs of children with 
single or multiple handicaps within one organiza- 
tional unit of the hospital. Through such units all 
the information needed about a child can be brought 
together in one place with one physician responsible 
for the patient, despite referrals to a variety of the 
hospital’s departments. 

Pediatric education up to now has been princi- 
pally concerned with medical rather than surgical or 
physical problems. However, with pediatricians 
being called upon increasingly to participate with 
surgeons, public health nurses, social workers, psy- 
chologists, audiologists, and others in clinical services 
for physically and mentally handicapped children, 
some reorientation is needed in medical education to 
vive greater emphasis to the problems of handi- 
capped children. As an editorial in the Journal of 
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Pediatrics has pointed out, the pediatrician must “be 
equipped by training and interest to supervise and 
plan the general problem of the care of handicapped 
children. ... He cannot simply consider his respon- 
sibility is over by referring the child to the orthope- 


dist, ophthalmologist, or other specialist ... .”° 


Major Problems 

While the incidence of certain handicapping con- 
ditions, such as paralytic poliomyelitis, rheumatic 
fever, osteomyelitis, mastoiditis, and tuberculosis, 
can be expected to continue to decline, other problems 
are coming to the fore. The widespread use of anti- 
biotics has resulted in the survival of many children 
with hitherto fatal illnesses, some of whom will be 
handicapped all their lives. As research provides 
new methods of treating handicapping conditions 
for which no treatment was previously available, 
children with these conditions are coming to State 
crippled children’s agencies for care. 

Of increasing significance is the collection of 
handicapping illnesses known as inborn errors of 
metabolism. While the number of children with 
any one of these conditions is not large, in the aggre- 
gate they are considerable. Thus far, 48 diseases 
have been identified in which a hereditary biochemi- 
cal defect has been demonstrated. These are disa- 
bling illnesses for which “the union of biochemistry 
and genetics offer a rational approach to diagnosis, 
prevention and treatment.” * 

Congenital anomalies, comprising a large propor- 
tion of handicapping conditions of childhood, seem 
to be increasing. While this may be due in part to 
the more frequent survival of premature infants 
und term infants born with serious impairments, 
some authorities believe that the increase may be 
in part attributable to a rising level of mutagenic 
agents. 


Congenital Heart Disease 


Developments in relation to congenital heart dis- 
vase illustrate how the application of productive 
research brings about major changes in crippled 
Between 30,000 and 50,000 
children are born each year with this condition. 
Hardly more than 15 years ago there was virtually 
nothing that could be done for them. With devel- 
opment of the “blue baby operation” in 1945 and, 
more recently, open heart surgery, the outlook has 
completely changed. 


children’s programs. 


It is now reported that sur- 
gery can result in cure or improvement in 80 percent 
of children with congenital heart disease. 
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Table I 


EXPENDITURES FOR CRIPPLED CHILDREN’S SERVICES 
Reported for Fiscal Years 1954-58 and Projected for Fiscal Years 1965 and 1970 


Amount 


dollars Average amount per child (cents) 
Estimated civilian 
_—_ population under 21 ? 
lot Federal State and/or local Potal Federal State and 
or local 
1954 $36, 136, 251 S11, OSL, 792 $25, 054, 459 IS 11 60, 873, OOO 
1955 39, S384, 951 10, 821, 280 'Y 063, 651 63 17 1h) 62, 834, GOO 
1956 13, GLO, 859 14, 928, 641 28, 682, 218 67 23 $4 | 64, 715, OOO 
.- rg ‘ = >) Ree oO) Ore ds —*) on g | +4: 
1957 18, 561, 384 15, 203, 556 3d, ood, Sos io 23 | D0 66, OOO, OOO 
1958 52, 660, 949 15, 311, 930 37, 349, 019 76 2 | 54 69, OOO, OOO 
1965 4 100, 076, 400 120 83, 400, OOO 
L970 152, 295, 000 165 92, 300, 000 
Source: For fiseal years 1954-58, Joint Financial Report Form 11.1 
For 1954-57, estimates are those used in apportionment, 


Estimates for 1958 are from Bureau of Census, P-25, No 
1965 estimates calculated Apr. 10, 1959. 


193, 


The number of children with congenital heart 
disease receiving care in the crippled children’s pro- 
gram increased from 2,200 
12,000 in 1958 


in 1950 to more than 
from 1 percent of the total caseload 
and we are probably just at the begin 
ning of the rise in request for services. 
The the 


open-heart surgery are long, and they grow longer 


to 4 percent 


waiting lists at few hospitals doing 
us more babies are born with conditions requiring 
this operation, for the number of patients that can 
While 


the number of hospitals doing open-heart. surgery 


be aceepted for surgery each week is small. 


is slowly increasing, more than one-half of the 


iS prepared by the Bureau of the Census and the Children’s Bureau. 
adjusted to include Territories and possessions 


+2.4 percent 


pays for 80 to 90 percent of the open-heart surgery 
done in the State. This is an excellent expression 
of what is probably one of the basic reasons for the 
existence of State crippled children’s programs 
making available to all children the productive re- 
sults of years of research. 


Looking Ahead 


A review of the progress made in services for 


crippled children over the past 25 


25 years suggests 
that the future will bring the following develop 
ments : 


@ Further broadening of the definition of “crip- 
States as vet do not have hospitals adequately pling” until all State crippled children’s programs 


equipped and staffed for this purpose. ‘The Asso- 
ciation of State and Territorial Health Officers re- 
cently adopted a resolution urging State health 
(lepartments interested in obtaining services for chil- 
dren with congenital heart disease to consult the 
American Heart Association’s “Standards for Cen- 
ters Caring for Patients With Congenital Cardiac 
Defects.” ® 

The cost of care for children with congenital heart 
(lisease makes considerable inroads in the financial 
resources of State crippled children’s agencies. In 
iu number of States this has led to a depletion of 
crippled children’s funds before the end of the fiscal 
year, so that in 1959 Congress made a supplemental 
appropriat ion of $1,500,000 to be used only for serv 
ices for children with congenital heart disease. 

In at least one large State the health department 
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will serve children with any kind of handicapping 
condition or long-term illness. 

@ Closer ties with maternity care services to in- 
crease the effectiveness of early casefinding of handi- 
capped infants. 

@ The removal of unreasonable barriers to eligi- 
bility for services such as State requirements for 
court commitment, residence status, and means tests 
which do not reflect the great variations in the cost 
of medical care. 

@ Extension of the programs to urban areas. 
The need is indicated by the fact that hospitals 
in large cities are increasingly requesting full pay- 
ment for all patients. 

@ Changes in the design of pediatric inpatient 
departments reflecting the changes taking place in 
the diagnostic composition of inpatients, new con- 
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cepts of diagnosis and care, and knowledge about 
the effects of hospitalization upon children, 

@ The development of new standards for out- 
patient and inpatient care, 

@ The development of outpatient centers for 
handicapped children which are organized and 
statfed to provide the comprehensive services needed 
by children with all types of handicapping con- 
ditions, thus bringing together the services presently 
being provided in many separate clinics. 

@ The development of home care programs for 
the aftercare of hospitalized children and for the 
care of homebound children. 

@ The development of inpatient and outpatient 
facilities appropriate for adolescents. 

@ The increased use of psychiatric services and 
greater attention to the social and emotional aspects 
of handicapping and long-term illness. 

@ The provision of special services for children 
who are both deaf and blind. 

@ Increased coordination of medical care, special 
education, and vocational counseling. 

@ The coordination with teaching and research 
comers of imultidiseiplinary services for children 
with multiple handicaps. 

@ The development of demonstration centers for 
the early care of children with paraplegia and quad- 
riplegia brought about by accident or disease. 

An intimate relationship must exist between the 
maternal and child health and crippled children’s 


programs if they are to achieve their objectives. 
The increasing problems emerging in the crippled 
children’s programs make it necessary to look to the 
maternal and child health program for help in pre- 
vention and early casefinding. Thus may be pre- 
vented the handicaps imposed on some children by 
premature birth, congenital malformations, exposure 
to radiation in utero, Rh incompatibility, metabolic 
disorders, poor nutrition of their mothers during 
their 


mothers’ attitude 


pregnancy, toward preg- 
nancy or toward themselves, or other factors. This 


underscores the importance of extending and im- 
proving the basic preventive health services for 
mothers and children. 


‘Oppenheimer, E.: Population changes and _ perinatal 


mortality. 
American Journal of Public Health (in preparation). 


* Transcript of Report on Conference on Perinatal Mortality: How 
can prenatal care be improved? Bulletin of the New York Academy of 
Medicine, May 1958. 


* Lesser, Arthur J.: Changing emphases in school health programs. 
Children, January—February 1958. 


*Dittmann, Laura L.: The mentally retarded child at home. U.S. 
Department of Health, Education, and Welfare. 
Publication No. 374. 1959. 


Children’s Bureau 


*Snoke, Albert W.: Design for future health 
March 1955. 


needs. Hospitals, 
® Editor’s Column: The rehabilitation of children. 


Journal of Pedi- 
atrics, October 1955. 


* Handler, Philip: 7n Hearings before the Subcommittee on Labor and 
Health, Education, and Welfare of the Committee on Appropriations, 
U.S. Senate, 86th Cong., 1st sess., H.R. 6769. 1960. 


* Report of the Subcommittee on Education and Standards in the 
Field of Congenital Heart Disease: Standards for centers caring for 
patients with congenital cardiac defects. Circulation, April 1956. 





Perhaps the most serious of all the consequences of the personnel short- 
age is the inadequate service provided the more than 2,140,000 children 
in the 745,000 one-parent families who are supported by the Aid to De- 


pendent Children program 


. Public condemnation [of the program} 


has come about in great part because many of the mothers who constitute 
the parents in these families have themselves come from deprived homes 
and do not always conform to approved behavior patterns and, more often 
than not, need the most professional help of well-qualified social workers 
if the vicious cycle is ever to be broken and these children are to have a 


chance at happiness and normal productive lives. 


Ironically, this is the 


area needing the greatest skill where the fewest number of professionally 


trained social workers are to be found. 


Ernest F. Witte, Executive Director, Council on Social Work Education, to the 
1960 White House Conference on Children and Y outh. 
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Hk NEED for care and training of mentally 

retarded children and adults poses for each 

society problems in which the basic concepts 
of public responsibility for all its children, on the 
one hand, and protection of its weaker members of 
whatever age, on the other, are paramount. Pearl 
Buck has observed that a civilization can be largely 
judged by its attitudes toward these questions. 
Inevitably these attitudes express themselves first in 
the legal and judicial protection afforded to the in- 
dividual, and secondly in the types of services which 
may be provided by law at public expense, of which 
free public education for all children is an example. 

In the United States, although the foundations of 
law as well as the majority of social institutions stem 
from the British tradition, there is a close kinship 
with the philosophy of the Scandinavian countries 
where there is also interest in the rights of the indi- 
vidual and belief in equality of opportunity. It is 
not surprising, therefore, to find in the United States 
and Sweden many parallels in the histories of con- 
cern for the mentally deficient. Today several States 
of the United States have legislative commissions 
studying the legal status of the individual who is 
mentally retarded and in need either of special train- 
ing or of guardianship. Such studies inevitably in- 
volve examination of the structure of the various 
governmental agencies which could have responsi- 
bility for providing services to the retarded. In 1954 
the Swedish Parliament enacted a major revision of 
the national laws pertaining to both these facets of 
the problem of mental retardation. 

Sweden is divided into 24 Provinces and 6 inde- 
pendent cities. In regard to services the independent 
cities have the same status and responsibilities as the 
various Provinces. The population of Sweden is 
somewhat more than 7 million, the Provinces having 
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on the average about a quarter of a million people 
each. The Province of Stockholm, which excludes 
the independent city of Stockholm, has a population 
of about 400,000, whereas the city itself has a popula- 
tion of a little over 800,000. Thus from the point of 
view of the population base it is fair to draw an anal- 
ogy between the country of Sweden and its Provinces, 
on the one hand, and one of the more populous States 
of the United States and its counties, on the other. 
From a political point of view the analogy is also 
useful, since most of the health, education, and wel- 
fare responsibilities which in the United States are 
vested in the State governments are in Sweden a 
function of the National Government. For this rea- 
son it should cause no confusion if in this discussion 
we adopt the European custom of referring to a na- 
tional government as “the state.” As in a State of 
the United States, the state may in some instances 
carry out its responsibilities directly, and in others it 
may delegate them by mandate to a political subdivi- 
sion— in Sweden, a Province or a municipality—the 
state retaining the responsibility for establishing and 
maintaining standards of service. 


Functions of the State 


There are ten departments in the Swedish Na- 
tional Government, two of which are particularly 
concerned with the mentally retarded—the Depart- 
ment of Interior and Health and the Department of 
Education and Religion. The Department of In- 
terior and Health previously was a part of the De- 
partment of Social Welfare. About 10 years ago the 
Department of Social Welfare was reorganized, and 
the responsibilities for the mentally deficient were 
transferred to the Department of Interior and 


Health. 


CHILDREN 


JULY-AUGUST 1960 





Before 1944 the problem of mental retardation was 
regarded solely as a medical problem. ‘That year 
the Swedish Parliament enacted a law emphasizing 
the importance of the educational aspect of help to 
retarded persons, and transferring the major respon- 
sibility for services to them from the Royal Board 
of Medicine, Department of Interior and Health, to 
the Royal Board of Education, Department of Edu- 
cation and Religion. Under the new law enacted in 
1954 the responsibility for programs for the retarded 
is divided between the two boards, the Royal Board 
of Education and Religion having the principal re- 
sponsibility for directing their education and the 
Royal Board of Medicine for directing the medical 
and protective care. The combined service is lodged 
in the Department of Interior and Health. 


Scope of Provincial Authority 


The 1954 law placed the principal responsibility 
for actual education and care of the mentally de- 
ficient in the Provincial government, which is re- 
quired to establish a for the 
There are certain 
exceptions to this delegation of responsibility. In 
principle, the state retains responsibility for the 
mentally retarded who have seriously complicating 


“central 
administration of the program. 


board” 


conditions such as blindness, deafness, or severe be- 
havior disorder, providing separate institutions for 
them. For the defective delinquent, for example, 
there are two state institutions and two state-sup- 
ported, state-supervised private institutions. The 
state is also expected to take responsibility for the 
very destructive or disturbed, and the most severe 
cases. In practice, however, this provision has been 
interpreted to require the Provincial authorities to 
provide interim care for such individuals while wait- 
ing for placement in a state institution or elsewhere. 
With the exceptions noted above, the Provincial 
authorities are expected to take responsibility for 
mentally retarded children and adults of all ages. 
The definition of “mentally retarded” in Sweden, 
however, does not include the uppermost educable 
group or “slow learners.” The dividing line gen- 
erally speaking is an IQ of 65 or 70. The slow learn- 
ers—children with an IQ of 65 or 70 up to 80 or 85— 
are educated in special “help classes,” which are a 
part of the regular public schools, operated by local 
school boards much like those in the United States. 
The Provincial central board for the mentally de- 
ficient has responsibility for those retarded children 
of preschool age who, for one reason or another, can- 
not be cared for at home, for children of school age 
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A physical therapist and her patient working together in a 
Swedish home for severely retarded children of school age. 


who are not eligible for the “help classes,” for young 
people of postschool age, and adults who are not 
socially competent. For the state or Provincial serv- 
ices any person “registered” as mentally deficient is 
eligible without fee, regardless of his financial 
circumstances. 

Each Provincial governing body must establish a 
central board for the education and care of the men- 
tally deficient and also submit a plan for approval 
by the appropriate agencies of the National Gov- 
ernment of Sweden for schools, institutions, and 
extramural care. Two or more Provinces may com- 
bine their services. With respect to the division of 
authority and administrative responsibility, the re- 
lationship between the state agency and the Provin- 
cial boards responsible for the mentally retarded in 
Sweden is not unlike the relationship in the United 
States between State departments of education or 
of welfare and local boards of education or county 
welfare boards, except that in Sweden there is a 
somewhat higher degree of state control 
standards than is usual in the United States. 


over 


Legislative Provisions 


There are two major principles around which 
Sweden’s legislation for the retarded is centered. 
The first is that no child should be placed in an 
institution unless there is absolutely no possibility of 
his remaining either in his own home or in a suitable 
foster home. For the child who cannot remain in 


his own home the central board is required to secure 
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The sec- 


foster family placement if at all possible. 


ond principle is that a strong distinction exists be- 
tween the educational program and the protective 
care program, though there is administratively little 
distinction between the residential and the day 
programs in these areas, 

The provides that the central 
board shall appoint a director of the educational 


law Provincial 
program and a director of the care program. It 
sets up certain qualifications for each of these posi- 
tions and it further provides that the director of 
the educational program may also have responsibility 
for the care program, but not vice versa, The ma- 
jority of Provinces take advantage of the oppor- 
tunity to combine the two programs under one 
director, an educator. 


Facilities 
In Sweden a child is eligible for a special school 
program if he has an IQ somewhere between 35—40 
and 65-70. When the child has been so classified, 
he must attend aschool. He is subject to compulsory 
7 to at least 16, and 

thereafter up to the age of 21 at the discretion of 
the director of the program and the central board 
as described later. 


attendance from the age of 


The expenses, whether for day 
or residential schoo] or for foster care, are entirely 
borne by the public. 

The emphasis is on day schools. Special day 
classes may be set up within the public schools by 
arrangements between the Provincial central board 
and When 
are made, there may be an agreement 
between the director of the educational program for 


various local school authorities. such 


arrangement 


the retarded and the school principal or superin- 
tendent concerning the supervision of these classes. 
However, the ultimate responsibility for supervision 
always rests with the director. Special day schools 
may be established under the supervision of the di- 
rector, and day classes may also be set up in any 
residential 
the 


institution for children who live near 


institution. The law requires that any com- 
munity having a total population of 25,000 or more 
shall have access to a day program. Such day pro- 
grams may be provided in the community itself or 
in an adjacent area which is accessible to the 
children. 

The law also provides that separate units (under 
a single administration) shall be provided of the 
following types: ‘ 

1. Adult occupational residence centers. These 


are for the adults who may have been educated 
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in the special schools or classes but who are not 
capable of handling themselves in the community. 
The law specifically requires that they be given 
work to do to be kept occupied. 
2. Residential old-age centers. The age at which 
“old age” sets in is not specified, but generally 
speaking these institutions are for the accommoda- 
tion of individuals who may have been in the occu- 
pational residence centers or in extramural placement 
(own family or foster family) and are now too old 
to work. 
3. Child care homes. These are for children who 
are not eligible for schooling. Simple self-help 
and sense training, physical and speech therapy are 
provided as appropriate. 
L. Institutions 
adults. 
in life. 


providing residential care for 
same individuals later 


By law children and adults must be sep- 


These are for the 
arated in the care program. As a result, in some 
Provinces the care homes for children under the 
“care” program have been placed near the residential 
schools for children rather than near the centers for 
residential care of adults. 
5. Day care centers for children over + and adults 
who are living in the community and not at- 
tending any other school program. Suitable occu- 
pational activities must be provided in these centers. 


Admissions and Discharges 


The general principle behind the admission and 
discharge procedure is that enrollment in the school 
program is compulsory for eligible children of school 
age, but enrollment in all other programs is volun- 
tary. A child who is not subject to compulsory 
school attendance may be placed away from home 
without the consent of his parents only when the 
usual judicial proceedings, applicable to children 
generally under the child welfare code, have been 
instituted and where the guardianship of the child 
has been transferred from his parents to the board 
of child welfare. The circumstances under which 
this is possible are comparable whether the child is 
of normal or of retarded mentality. 

In general, it is expected that parents will take 
the initiative in applying to have their children 
“registered” as mentally retarded. If a child is of 
school age and is thought by the authorities of the 
regular schools to be eligible for education in the 
special program of the central board for the men- 
tally retarded and the parents fail to apply, the 
schools are obliged to see that an application is filed. 
In any case the parents are required to state in 
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writing whether or not they concur in the applica- 
tion. When a child is “registered” it becomes the 
Province’s responsibility to provide for him through 
its central board. 

The board’s first responsibility is to determine in 
what part of the program the child should be placed. 
[f the parents concur in the application and proposed 
plan, there is no need for judicial proceedings. If 
they do not agree to the proposed plan, then a special 
committee headed by a judge and composed of from 
two to four members of the central board adjudicates 
This 


committee must also be available to review transfers 


the issue, after reviewing all the evidence. 


from the school department to the “care” department. 

When a child who has been in the school pro- 
gram reaches the age of 16, the director must deter- 
mine whether or not he may be discharged or should 
continue in the school program, and if continued 
whether this be in its day or residential aspect. 
The 
noted in the pupil’s cumulative record. If 2 years 
later the director thinks that the boy or girl should 
still be continued in the school program, he must 


reasons for the director’s decisions must. be 


present his reasons to the special judicial committee, 
which makes the final decision. The case comes up 
thereafter until the 


Compulsory school attendance 


for review again each year 


young person is 21. 


An attendant in a home for retarded preschool children in 
Sweden teaches a child with cerebral palsy to ride a bike. 
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is thus absolute for most children with IQ’s over 
35 or 40, from age 7 to 16, and in individual cases 
may be continued at the discretion of the authori- 
ties to the age of 21. Under unusual circumstances 
au mentally retarded person may be kept in school 
until the age of 23, but this is not customary. 

If when a mentally retarded person reaches 21 
he is not capable of managing himself in the com- 
munity, the director has the responsibility of seeing 
that guardianship proceedings are instituted. The 
guardian appointed may be one of the natural par- 
ents or not, as circumstances indicate. Each com- 
munity has an official “chief guardian” who is 
responsible for verifying the guardianship status of 
mentally retarded persons in the community from 
year to year. 

Since in Sweden there is an annual compulsory 
registration of all citizens, it is possible for the 
authorities to obtain pertinent information about 
every child and thus to maintain better statistical 
control than is generally found in the United States. 


Procedures for Classification 

When an application is to be made for a child 
to be “registered” as mentally retarded, whether for 
the school program or the care program, certain 
forms, including a record of medical and psycho- 
logical examination, must be completed. In most 
cases the medical and psychological examination is 
made at the child guidance center in the Province, 
where a qualified child psychiatrist sees the child. 
Subsequently both the director and the psychiatrist 
of the central board’s educational program must 
concur in the proposed plan for the child. If they 
disagree, the matter must be referred to a special 
judicial committee even though the application may 
have been a voluntary one. Under the law the 
central board’s child psychiatrist cannot be the 
examing doctor who supports the application, since 
the same doctor cannot act as both proponent and 
reviewer of the case. 

In general, applications for registering children 
for protective care are voluntary on the part of the 
parents. The only exceptions are the cases in which 
the child welfare board has seen fit to intervene. In 
such a case the child welfare board must first obtain 
jurisdiction over the child. Then it may act in loco 
parentis in applying for admission of the child to 
the services of the central board for the mentally 
retarded for either day-care, foster-family, or resi- 
dential placement. 


The law also provides for trial placement of 
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Boys doing metalwork in a Swedish school for the retarded. 


children for observation up to 6 months, or in special 
cases up to 1 year. Children so placed are not con- 
sidered to be “registered” until a final decision has 
been made. This provision makes rapid placement 
of children possible in case of an emergency in the 
family such as a parent’s death. 

If it is decided to transfer a child from the educa- 
tional to the care program, the procedures must be 
instituted anew, practically on the basis of a new ad- 
mission. A child can be transferred from the pro- 
tective-care to the educational program by the direc- 
tor, with the physician’s approval, without renewed 
application. 

It is important to note that with the exception of 
mentally retarded persons subject to the compulsory 
school-attendance laws—that is, those considered 
educable, between the ages of 7 and 16—there is at 
all times the opportunity for a parent or guardian 
or even the mentally retarded person himself to ar- 
range for discharge from the schogl or care program. 
Even the severely retarded adult has a guardian 
other than the authority operating the program. 
So far this provision for voluntary withdrawal] of 
a child or adult from the program by his parents or 
other guardian has rarely been misused either to the 
disadvantage of the child or of the community. 





Parent counseling for parents of children of pre- 
school age as well as older children is provided at 
child guidance clinics associated with provincia] hos- 
pitals. The parents’ organization cooperates in 
counseling and advising parents on the home care 
of young and very severely retarded children. 
Thought is being given in the Province of Stock- 
holm to inaugurating a more formal home training 
program with well-qualified visiting teachers, who 
would each assist about 20 families. 

A well-supervised foster home program for chil- 
dren of all ages is already underway. 


Basic Program Concepts 

In visualizing the application of all these provi- 
sions it is important to bear in mind that everything 
is done on a smaller and more intimate scale in 
Sweden than in the United States. For example, 
the Province of Stockholm has less than 600 insti- 
tutionalized children and they are divided among 
t separate institutions, 1 a residential school and 3 
custodial homes for protective care. A dozen chil- 
dren in one cottage or home living unit is consid- 
ered a large number. Swedish visitors, as well as 
visitors from Japan, Holland, Great Britain, and 
elsewhere, have observed that the vast American in- 
stitutions, with some “cottages” housing a hundred 
or more children, are incompatible with their con- 
cepts of human dignity and of the principles of good 
child care. 

Whereas in the United States the trend has been 
away from county responsibility in the institutional 
field as being inefficient, in Sweden small units, close 
to the citizenry served and locally administered, are 
looked upon as desirable. Thé evils of lower stan- 
dards, fear of which leads many in the United States 
to advocate concentrating operational responsibility 
at the State level, are combated in Sweden by firmer 
imposition of standards for Provincial 
(county) programs, combined with a greater empha- 
sis on and acceptance of public, as distinct from vol- 
untary, responsibility for care of the afflicted, re- 
gardless of the family’s economic status. This point 
of view apparently makes possible the expenditures 
needed for the construction and appropriate staffing 


state 


of small living units and schools and the provision 
therein of a high quality of professional service at 
per capita cost greater than would be tolerated in 
the United States at the present time. 
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NO HOMES OF 


WAYNE VASEY 


An essay-review le 


THEIR OWN 


Dean, Graduate School of Social Work, Rutgers University, New Brunswick, N.]. 


EW OTHER human circumstances have the 

appeal of the plight of a homeless child—if 

the circumstances are dramatic enough to en- 
gage the attention of the press, and if the child is 
sufficiently attractive to the public eye. The fact 
that large numbers of people can be aroused to sym- 
pathy for a child without a home or family is en- 
couraging, for it expresses a depth of human sym- 
pathy and warmth that might be enlisted in support 
of better services for children. Too often, unfortu- 
nately, the interest aroused by a dramatic incident 
subsides, and the attention of a busy populace is 
focused on new problems. 

Meanwhile, what of the one-quarter million chil- 
dren who are living in foster care whose situations 
do not come to the attention of the public? What 
chance have they for homes of their own, either 
through return to their parents or through adop- 
tion? In their report, “Children in Need of Par- 
ents,” Henry S. Maas and Richard E. Engler? note 
that some of these children grow up in foster care, 
some shift frequently from foster care to homes of 
parents or relatives, and back again, and a small 
proportion are adopted. They report: “For most, 
the foster care experience will stretch across months, 
even years, of a crucial period in their lives.” 

People with a deep conviction that children need 
and have a right to permanent homes of their own 
are quite naturally moved to ask why this should 
be. Many questions might be asked, and many pos- 
sible explanations might be offered. Is it the fault 
of the social agencies? Are they too slow to act? 
Or is it the 
Is our judicial system too cumber- 
some to permit more frequent adoptions? 

Perhaps the answers are to be found in the way 
we live today. 


Are they too entangled in redtape? 
fault of courts? 


Are we encouraging irresponsi- 


VOLUME 7 — NUMBER 4 


bility on the part of parents, who find it too easy 
to reject and discard their children? On the other 
hand, are we too slow to take children from the 
custody of indifferent parents? Or could the trou- 
ble be attributed to the kinds of children in foster 
care? Are their homes so untenable and their per- 
sonalities so marred that there can be no better plan 
for many of them than continuing or intermittent 
foster care, with all of its impermanence and 
insecurity ? 

Are our social agencies doing their job? 
cooperating with other social agencies? 
courts ¢ 


Are they 
With the 
With law enforcement agencies? Do they 
have enough staff? Are the members of their staffs 
adequately trained for their jobs ? 

The number and range of questions that the Maas 
and Engler findings provoke indicate that there is 
not likely to be any single, simple answer to the 
problem of children without homes. Obviously we 
need less speculation and more facts if we are to 
find better ways of meeting the needs of these chil- 
dren. While there has been considerable gathering 
and reporting of facts over the past few decades 
from national, State, and local agencies, there has 
been a dearth of organized, systematic, scientific in- 
quiry of a comprehensive nature to fit the facts 
together into a clear picture. 

It is also quite likely that local characteristics of 
deep significance in the study of this problem may 
be submerged in State, regional, or nationa] report- 
ing. Do some kinds of communities have more of 
a child care problem than others? If so, is there any 
connection between this and the ethnic background 
of the people in the community? Is it affected by 
the extent of migration in the community? Do the 
community’s industrial characteristics have anything 
to do with it? 
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Some of these questions are answered for specific 
While 
the answers may not apply to all communities, they 
at, least are disturbing enough to indicate that no 


communities in the Maas and Engler report. 


community can afford to neglect taking a long and 
deep look at what is happening to those of its chil- 
dren who have been separated from their parents. 

“Children in Need of Parents,” as its title suggests, 
is a study of children in foster care. It is not a 
heavy, methodologically impeccable treatise. Neither 
is it a journalistic excursion into child life in Ameri 
can communities. To treat it in either light would 
miss the point. It offers findings and hypotheses, 
not conclusions. But in testing these hypotheses, 
communities quite probably would find many op- 
portunities to improve the scope and quality of their 
services. They might well as a 
for find it possible to 
give many children a better chance in life. 


very result of 


mobilizing this purpose 

The major objectives of the study, as stated by 
the authors, were: “(1) to secure information about 
children in foster care in a variety of American 
communities: and (2) to this 


available both to the general public and to partici- 


make information 
pating and related communities to stimulate thought 
and action toward modifying or changing conditions 
as indicated.” The task was undertaken by two re- 
search “teams,” each of which consisted of a child 
welfare worker and a sociologist. The nine com- 
munities selected ranged in population density from 
rural counties to large cities and were in various 
parts of the country. 


The Children 


Social agencies, so-called “key persons” in the 
communities, and the legal systems were all sources 
of information. But, as the authors note: “Seen 
and described in these social contexts, the dependent 
children remain the central figures in our story. It 
is their characteristics, and those of their parents, 
and their placement experiences which are the heart 
of our report. .’ The investigators sought in- 
formation on the children which would shed light 
on their chances of getting a permanent home. They 
were concerned 


and 


with the interaction of individual 
sociocultural which affect the 


Was a child handicapped by physi- 


factors would 
child’s chances. 
eal disability, or mental slowness, or of mixed an- 
cestry, or socially handicapped by “sporadically ap- 
pearing and disappearing parents”? Was he likely 
to have a better chance in a community where his 
ethnic background is less important than his basic 
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humanity and his need for parents, or where it makes 
him a member of a majority instead of a minority ? 

Nine communities—urban, rural, ethnically ho- 
mogeneous, and ethnically heterogeneous—were ex- 
amined in the search for ways in which distinctive 
social pressures determined the fate of a dependent 
child. These communities were paired according to 
size with the exception of the ninth or “test”? com- 
munity. The pairs included two rural communities, 
two small urban communities, two metropolitan 
areas, and two big cities. The communities in each 
pair had some contrasting characteristics—in popu- 
lation composition, traditions, economic situation, or 
ways of handling problems. 

In each instance the reader is first introduced to 
the children. Individual children are described as 
well as the general characteristics of others in foster 
care. The features of the community which oper- 
ated for or militated against the making of perma- 
nent plans for the children are pointed out. 

The study took the “teams” into an analysis of 
placement processes, of legal systems and legal roles; 
into an appraisal of how well networks of agencies 
serve the children, into study of adoption prospects 
and processes; into study of the children and their 
parents. Among the influences on plans made for 
children described are: the attitudes of judges to- 
ward children’s rights compared 
rights: 


with parental 
whether the community traditionally pro- 
vides child care under sectarian or nonsectarian aus- 
pices; whether the prevailing tendency is to provide 
for long-term foster care or to make efforts to en- 
courage movement of the child into community life; 
patterns of agency care; degree of statf professional- 
ization; degree of communication among agencies 
serving children; and many other factors of evident 
importance to the child’s chances. 

The report indicates that a community’s size influ- 
ences the way people live and relate to each other, 
individually and in groups—their degree of warmth 
or impersonality in human relations, their retention 
or loss of group identification, and the cohesiveness 
or segmentation of the population as a whole. It 
shows how these effects in turn affect the care of 
dependent children. 

As the authors approached “The Summation and 
Test” in their study of the ninth community, they 
had already developed the hypothesis that “foster 
care placements reflect the normal social process ten- 
dencies in the culture of a community.” They fol- 
lowed this hypothesis with several of a more specific 


nature. These last relate the community’s orien- 
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tation to its degree of concern for children needing 
care away from home as well as to its use of insti- 
tutional as against foster family care. They also 
identify community forces and influences which 
These and 
many other observations and hypotheses suggest a 
rich field of inquiry. 


seem to operate for or against adoption. 


Their Chances 


How does it all come out? More than half of the 
children studied face the bleak prospect of living 
in foster care of their childhood. The 
authors point out what this means: “Children who 


for most 


move through a series of families or are reared with- 
out close and continuing ties to a responsible adult 
have more than the usual problems in discovering 
who they are. These are the children who develop 
shallow roots in relationships with others, who try 
to please but cannot trust, or who strike out before 
they can be let down.” 

The behavior of the parents toward the children 
in foster care was found to have predictive signifi- 
cance in relation to the children’s chances for getting 
back home. The “unvisited,” that is, those ignored 
by their parents, had little chance. The “visited,” 
those whose parents showed concern and gave the 
children some attention, had a much better chance. 
Then there were the “relinquished,” those who had 
been or were about to be relinquished by their par- 
ents for adoption. 

What about the prospective adoptive parents / 
In the characteristics of these couples, in their atti- 
tudes, their hopes, and their prejudices, their per- 
sonalities and life circumstances are to be found a 
wide range of acceptability of children. From their 
studies in the nine communities, the authors devel- 
oped a modal couple in the various communities. 
These variations offer more hope for many children 


than does the modal couple, especially for children 
who are past the toddler age, or who are handi- 
capped individually or socially. But the picture 
as a whole is not a bright one for children who are 
not normal, healthy infants with a nationality or 
racial background corresponding to that of prospec- 
tive adoptive parents. 

Maintaining that potential opportunities for adop- 
tion exist for those children who do not now have 
much of a chance, Joseph H. Reid, executive director 
of the Child Welfare League of America, in a final 
chapter of the report presents directions for realizing 
them : 

Professional workers must make greater effort to 
reach prospective adoptive families for these chil- 
dren. They must find ways of communicating more 
effectively with major segments of the public. They 
must look with critical realism on the ways their own 
regulations are affecting the hard-to-place child. 
They must strengthen licensing procedures for long- 
term foster care and undertake research into those 
factors in a foster family which promote emotional 
health. Communities must provide more effective 
control of child caring agencies. Laws to strengthen 
and clarify measures for the protection of children 
should be enacted, and legal deterrents removed. 

Studies are needed as a basis for such action, Mr. 
Reid points out, especially studies which reveal both 
deficiencies and achievements of child welfare pro- 
grams. He also advocates preventive measures to 
identify and treat family stress before breakdown 
oceurs. 

These are only some of the steps that Mr. Reid 
urges, but they provide an indication of the study's 
far-reaching significance. 


Maas, Henry S.; Engler, Richard E.: Children in need of parents. 
Columbia University Press, New York, 1959. $7.50. 462 pp. 





It is no problem for a community to show concern for the likeable and 
responsive, but to build a true and universal sense of community acts of 
concern must also embrace the exiled, the disinherited, and the disen- 
chanted, who are slow to respond and suspicious of our motives. 


Bertram M. Beck, Associate Executive Director, National Association of Social 
Workers, to the 1960 White House Conference on Children and Youth. 
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BOOK NOTES 


THE SELF-IMAGE OF THE FOSTER 
CHILD. Eugene A. Weinstein. Rus- 
sell Sage Foundation, New York. 
1960. SO pp. $2 


Tentative answers to the question, 
“What does foster-family care do to a 
child?” 


of a 


are presented in this account 
study of a sample of children 
living in boarding homes under super- 
vision of The 
author, who is associate professor of 
Vanderbilt University, 
studied the case records of 61 children 
and interviewed each child. He found 
that when the natural parents kept in 
contact with the child the detrimental 
effects of long-term 


a child-caring agency. 


sociology at 


foster care were 
that the children in foster 
care who identified more closely with 
their natural parents than with their 
foster parents rated highest in “well- 

” according to measurements de- 


lessened ; 


being,” 


veloped by Howard R. Stanton; and 
that the more clearly the children 


understood the meaning of foster care 
and the part the agency played in it, 
the better was their adjustment. 


SOCIAL WORK YEAR BOOK 1960; a 
description of organized activities in 


social work and in related fields. 
Fourteenth issue. Russell H. Kurtz, 
editor. National Association of So- 


cial Workers, New York. 
pp. $8.50. 


1960. 767 


art 1 of this encyclopedia of the 
social services consists of three articles 
on the development, status, and trends 
of social welfare and social security 
programs in the United States; part 2, 
of 68 topical articles on the various 
types of services which have been de- 
veloped to meet human needs and the 
methods through which they are car- 
ried out; part 3, of four directories of 
agencies 


international, national gov- 
ernmental, national voluntary, and 
Canadian. 


This edition, the first since 1957, is 
the second published under the auspices 
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of the National Association of Social 
Workers. Topics included that did not 
appear in the 1957 edition are: “Com- 
munity Development,” “Labor and 
Social Welfare,” and “Narcotic Addic- 
tion.” The other articles have either 
been completely rewritten or revised to 
include recent developments. 


CHARACTER DISORDERS IN PAR- 
ENTS OF DELINQUENTS. Beatrice 


Simeox Reiner and Irving Kaufman. 
Family New 
York. 


Service 
1959. 


Association, 
$2.75. 


+ 


179 pp. 


On the theory that successful treat- 
ment of juvenile delinquents often im- 
plies understanding and treatment of 
their parents, this book presents a four- 
stage method of treating adults having 
“impulse ridden character disorders,” 
a diagnosis, the authors suggest, appli- 
cable to the parents of many delin- 
quents. The presentation is based on a 
5-year study of the treatment of 17 
parents of juvenile delinquents—14 
and 3 men. The clients are 
classified psychoanalytically according 
to type of fixation; and the import of 
the classification to treatment clearly 
indicated. 

Short-term therapy can do little for 
such clients, according to the authors, a 
social caseworker and a psychiatrist. 
They see any lasting change in the 
client’s personality as dependent upon 
the client’s achieving the objectives of 
each treatment stage: establishing a 
relationship with the caseworker; 
identification with the caseworker; es- 
tablishing a separate identity; under- 
standing the roots of his own behavior. 


women 


EDUCATION FOR CHILD REARING. 
Orville G. Brim, Jr. Russell Sage 
Foundation, New York. 1959. 362 
pp. $5. 


From the viewpoint of the sociologist, 
of this analysis of 
parent-education programs, parent edu- 
cation is “a attempt to 


says the author 


systematic 





change the social requirements and per- 
formance of one of the major roles in 


modern society—namely, 
parent.” 


that of the 
In the study he attempts to 
show what the social sciences have al- 
ready contributed to the theory and 
practice in this field, to suggest what 
they could further contribute, and to 
“analyze other issues in parent educa- 
tion to which the social sciences cannot 
contribute significantly at this time.” 

’art 1 discusses (1) parent educa- 
tors’ assumptions about the basis of 
human social behavior and about effec- 
tive methods of changing such behavior 
and (2) the objectives of parent-educa- 
tion programs. 

Some of the assumptions concern 
what kinds of people parents are, why 
they behave as they do, and how they 
affect their children. The programs’ 
objectives, the author notes, are to im- 
prove parents’ decision processes, both 
in choice of aims in child rearing and 
in selection of actual child-training 
practices. 

In part 2 the author discusses the 
content of parent-education programs; 
use of mass media, and 
group discussion as educational meth- 
ods with parents; selection and training 
of parent educators; and evaluation of 
the effectiveness of the programs. 

An appendix presents a history of 
education for child rearing. 

The author, who formerly taught 
sociology at the University of Wiscon- 
sin, is now on the staff of the Russell 
Sage Foundation. 


counseling, 


PSYCHOLOGY OF THE CHILD; per- 
sonal, social, and disturbed child de- 
velopment. Robert I. Watson. 
Wiley & Sons, York. 
662 pp. 5 


John 
New 1959. 


$6.95. 


In this textbook on child psychology 
the author, a professor of psychology 
at Northwestern University, has at- 
tempted “to combine the dramatic sweep 
of child development with the rigor and 
exactitude of the research studies con- 
tributing to it.” 

Noting that the aim of child psy- 
chology is to increase the accuracy of 
predictions concerning child behavior, 
the author traces the historical develop- 
ment of attitudes toward the child and 
the methods of study to which these 
have given rise, indicating the contri- 
butions which other disciplines have 
made to the development of this science. 
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A section on present-day basic prin- 
ciples and concepts is followed by de- 
tailed descriptions of development, as 
indicated by research, in 
riods: infancy, early childhood, and 
later childhood. There are comprehen- 
sive reference lists at the end of each 
chapter. 


three pe- 


THE DISTURBED CHILD; recognition 
and psychoeducational therapy in the 
classroom. Pearl H. Berkowitz and 
Esther P. Rothman. New York Uni- 
versity Press, York. 1960. 
204 pp. $4. 


New 


Written for teachers of normal chil- 


dren as well as teachers of emotionally 
disturbed children, 
the importance 
tional 


this book stresses 
of recognizing emo- 
disturbance early in life, de- 
scribes behavioral symptoms of serious 
disturbance, and briefly discusses the 
causes and manifestations of a num- 
ber of types of personality deviation— 
schizophrenia, diffuse organic malfunc- 
tioning, neuroses, acting-out behavior 
patterns, sexual deviations, and psycho- 
pathy. 

The book suggests ways for dealing 
with an emotionally disturbed child in 
the classroom, whether the child is the 
only disturbed child in the class or a 


member of a special class for emotion- 
ally disturbed children. Other sub- 
jects discussed are: clinical assessment 
of a child’s personality, building con- 
fidence in a disturbed child through 
creative artistic expression, and adjust- 
ing the academic curriculum to an in- 
dividual child. Included is a tran- 
script of a classroom session in a 
psychiatric hospital. 

Both authors are psychologists and 
educators; Dr. Berkowitz teaches at 
the Bellevue Hospital school in New 
York and Dr. Rothman is principal of 
one of New York City’s “600” schools 
for children with behavior problems. 





International 


REPORT OF THE FAO/UNICEF RE- 
GIONAL SCHOOL FEEDING SEM- 
INAR FOR ASIA AND THB FAR 
BAST; Tokyo, Japan, November 10- 
19, 1958. FAO Nutrition Meetings 


Reports Series No. 22. Food and 
Agriculture Organization of the 
United Nations, Rome, Italy. 1959. 


51 pp. $1. For sale by Columbia 
University Press, International Doc- 
uments Service, 2960 Broadway, New 
York 27. 


The discussions reported in this pub- 
lication note the role of the primary 
school in improving children’s nutrition 
and general health and recommend that 
school nutrition programs be coordi- 
nated with other nutrition work in the 
community. The report recommends 
guidelines for a school feeding program 
and stresses the importance of periodic 
It also 
recommends that school nutrition pro- 
grams include not only school feeding 
but also school gardening and education 
in nutrition; and that countries with 
programs now helped by UNICEF and 
CARE should plan for continuing the 
programs with resources 
within the country. 


assessment of such programs. 


available 


Among the report’s recommendations 
to international organizations are: that 
FAO, WHO, and UNICEF convene a 
meeting to consider nutrition problems 
of preschool children and children of 
school age not attending school, and 
that the three organizations provide 
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Publications 


assistance to countries desiring to con- 
duct trials of the acceptability and use 
of locally produced foods, 
those from school gardens. 


including 


CONQUERING PHYSICAL HANDI- 
CAPS; official proceedings of the 
First Pan-Pacific Rehabilitation Con- 
ference, held in Sydney, Australia, 
November 10-14, 1958. Australian 
Advisory Council for the Physically 
Handicapped, Sydney. 1959. 591 pp. 
For sale by International Society for 
the Welfare of Cripples, 701 First 
Avenue, at 40th Street, New York 
17. $3. 


This report of a conference on re- 
habilitation, held under the auspices of 
the International Society for the Wel- 
fare of Cripples, includes contributions 
from representatives of such disciplines 
as medicine and surgery; ortho- 
pedic and industrial nursing; phys- 
ical, occupational, and speech therapy ; 
education and psychology; vocational 
counseling ; hospital management; and 
prosthetics. The conference was at- 
a dozen nations and from international 
groups, including the United Nations 
Organisation, United Nations Children’s 
Fund, and the International Labour 
Organisation. 

Among the subjects of the papers are: 
the congenital amputee; group recrea- 
tion for physically handicapped chil- 
dren; building independence through 
therapy and education; social aspects 


of rehabilitation; stammering; and 
care of the cerebral palsied. 
YOUTH AND WORK. art 1 of Re- 


port 1 of the Director General of the 
International 
International 
44th 
national 


Labor 
Labour 
Geneva, 


Organization. 

Conference, 
1960. Inter- 
Labour Office, Geneva. 
1960. 119 pp. For sale by Inter- 
national Labor Office Washington 
sranch, 917 15th Street NW., Wash- 
ington 5, D.C. $1. 


Session, 


This report discusses the economic 
and social factors influencing the en- 


vironment of young workers today, 
including population growth, techno- 


logical change, 
to urban 


migration from rural 
areas, housing, and 
breakdown of traditional forms of fami- 
ly and social life. 

The report the specific 
opportunities needed by young work- 
ers: a general educational foundation; 
job with good conditions, jobs satisfy- 
ing to the young persons and useful 
to the community; continued develop- 
ment while employed; health care; 
leisure time; ways of participating in 
community affairs and social causes. 

The main part of the report con- 
cerns boys and girls 15-19 years of 
age, but a chapter is included on chil- 
dren under 15 in the labor force, chiefly 
in undeveloped countries. 


poor 


discusses 


This main- 
tains that the basic difficulties in abol- 
ishing child labor are family poverty 
and lack of schools. 

The report includes the text of the 
United Nations Declaration of the 
Rights of the Child, and a statement 
of the Basic ILO Standards for Youth. 
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HERE AND THERE 


Nursing Services 
to Mentally Retarded 


10 public health 
work in diagnostic and evaluation cen- 


Some nurses who 


ters for mentally retarded children 


throughout the Nation met for 3 days 
Washing- 


reports of 


at the Children’s Bureau in 


ton late in May to share 
progress, to consider mutual problems, 
and to develop tools to improve their 
services to the children and their fam- 
ilies. 

This meeting was a sequel to one held 
in Washington 2 years ago when the 
nurses first came together to explore 
their role as team members in the newly 
organized centers. 

The discussions at this year’s meet- 
ing revealed how the contribution of 
the nurse on the diagnostic and evalu- 
ation center team has broadened to en 
service to the 


compass family as a 


whole. Case material presented showed 
how the public health nurse visiting a 
family of a retarded child also helped 
other members of the 
health 


appropriate 


family obtain 


needed services refer- 


community re 


through 
rals to 
sources. The importance of correlating 
nursing services in mental retardation 
State and local 
health services was especially empha- 
with a 


centers with those of 


sized, variety of methods for 
doing so being suggested. 

The nurses also discussed the need for 
research in various aspects of provid- 
ing nursing 


service to families of re- 


tarded children. Two studies on the 
numbers of mentally retarded children 
served by local public health nurses 
were reviewed. 

Several nurses reported on their suc- 
cess in working with parent groups, such 
as a local association for retarded chil- 
dren. These reports stimulated discus- 
sion of the opportunities that arise for 
the public health nurse in mental retar- 
dation programs to contribute to various 
aspects of nursing education, especially 
through staff 


health 


education programs in 


local services, the organization 
and conducting of statewide nursing in- 


stitutes, and the provision of consulta- 
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tion on mental retardation to pediatric 
nursing instructors in schools of nurs- 
ing. 

The participants spent a major por- 
tion of their time at the meeting in 
working in groups on four projects they 
had 


interest. 


previously selected as areas of 
These were: (1) the compila- 
tion of suggestions for educational ex- 
periences for nurses caring for mentally 
retarded children; (2) the development 
of a technique to assist public health 
nurses working with parents of men- 
tally retarded children in difficult feed- 
ing situations; (3) the compilation of 
suggestions for with 
parents of mentally retarded children ;: 


group activities 
(4) the development of a teaching tool 
to assist public health nurses with in- 
struction in child growth and develop- 
ment. 

Each group prepared a work outline 
to be developed further by the partici- 
The 
groups plan to continue as four work- 


pants while they are on the job. 


ing committees, keeping in touch by mail 
and completing their selected projects 
in about 6 months. Each project when 
will be 
health 


completed 
public 


made available to 
throughout the 
country who are interested in serving 
families of mentally retarded children. 

Miss Marjorie J. Martin of the De- 
Evaluation Clinic, Miami, 
Fla., was selected by the total group of 
present to be its with 
the National Technical Committee on 
Clinic Programs for Mentally Retarded 
Children. 


nurses 


velopmental 


nurses liaison 


—Eleanor F. Hawley 


Radiation 


All exposure of people to ionizing 
radiation beyond that from the natural 
background should be reduced to the 
practicable and action 
toward such reduction should not be de- 
ferred, says the National Academy of 


Sciences, which recently issued the sec- 


lowest levels, 


ond report of its six committees on the 
biological effects of such radiation. The 
first report 1956. (See 
“Safeguarding Children from Radiation 
Risks,” by Robert W. Miller, M.D., 


was issued in 





CHILDREN, 
1956). 


November—December 


No drastic revisions of their earlier 


recommendations have been made by 
the committees, but they stress greater 
attention to future objectives in the 
study of biological hazards and to re- 
search programs needed to attain those 
objectives. 

In the absence of further information 
on mutation rates in relation to dose 
rates of exposure, the committee on 
genetic effects of atomic radiation con- 
tinues to recommend that for the gen- 
eral population the gonadal 
doses accumulated during the first 30 
years of life exceed 10 
radiation and 
should be kept as far below that as is 


average 


should not 


roentgens of man-made 


practicable; but it points out that “from 
a genetic point of view there appears to 
be no threshold level of exposure below 
which genetic damage does not occur.” 
Its report favors “erring on the side of 
caution,” as the effects of increased ex- 
posure will continue 


through many 


generations. 


This committee urges two general 
types of investigations: (1) those 


needed for impreving estimates of ex- 
posures from given practices and their 
consequences ; (2) those designed to ex- 
tend our fundamental knowledge of mu- 
tation and its effects. In studies of the 
second type the committee recognizes 
serious difficulties because estimates of 
damage due to unfavorable genes are 
often misleading. Noting that one can- 
not measure quantitatively the relative 
importance of stillbirth, of feeblemind- 
edness, and of death in adolescence, the 
report nevertheless stresses the possi- 
bility and desirability of getting esti- 
mates on the relative frequencies of 
different types of mutant abormalities, 
expressed in broad categories, such as 
early or late deaths of embryos, infant 
deaths, mental defects, and sterility. 
The committee also points to the im- 
more 
effects of nonradio- 
active chemical substances such as in- 


portance of learning about the 


possible genetic 
dustrial and automobile fumes, tobacco, 
and antibiotics, and the relation of ra- 
diation-induced mutations to 
“intermediate chemical modifications of 
the cellular environment.” 


possible 


The committee on pathologic effects 
points out the need for more detailed 
and controlled studies on the effects of 
doses of radiation on 


low embryonic 


development. Strontium 90 with or 
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without radioactive iodine, which is in- 
creasingly appearing in cheese and milk 
in Western countries, is more likely to 
produce somatic than genetic damage, 
adds that 
levels at which these isotopes are now 


this committee reports. It 


appearing in foodstuffs remain at pres- 
ent “well below those that need to be 
considered cause for alarm.” 

Other reporting committees are those 
on meteorological aspects, agriculture 
and food supplies, disposal and dispers- 
al of wastes, 
ography and fisheries. 


radioactive and ocean- 


Against Illegitimacy 


A plan aimed at reversing the upward 
trends in illegitimate births, juvenile 
delinquency, and adult crime in Fulton 
County, Ga., which includes the city of 
Atlanta, was recently submitted to the 
county board of public welfare by its 


advisory council on illegitimacy and 


adoption. 
Pointing to the county's past inability 


to combat these trends in spite of a 


“superb roster of social services” pro- 
vided by individual agencies, the coun- 
cil blames this failure on lack of con- 
certed action, Under the plan the 
join in providing in- 
tensive services to “multiproblem fami- 
lies” in 


agencies would 


two slum 


neighborhoods in a 
“war against dependence, medical in- 
digence, and disordered behavior.” 
The plan includes placing in each of 
the selected neighborhoods a task force 
made up of staff members of the various 
agencies—social workers, school coun- 
selors, probation officers, home visitors, 
health personnel, 


Each task force would be 


groupwork leaders, 


and others. 
sponsored by a council of neighborhood 
leaders. A community welfare council 
for the Greater Atlanta area would set 
policies, supervise operations, and in- 
form the community about successes and 
failures. 

Suggesting that community rejection 
of an “illegitimate parent” or her child 
only leads to more serious problems, 


the council's report recommends sur- 


rounding the unmarried mother with 
“every help she will accept and use on 
the tough road to self-reliance and in- 
ner strength.” It 


also amend- 


ments to the adoption law to discourage 


urges 


independent placements made under the 
stress of circumstances. 
The 


of a 


report also includes a résumé 


research study of the effects of 
unfavorable 


family circumstances on 
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the work that children do in school. 

Single copies of the report, “Why not 
stop living with and start licking our 
problems?” may be obtained without 
charge from the Fulton County Depart- 
ment of Public Welfare, 165 Central 
Avenue SW., Atlanta 3, Ga. 


Adoption 


That children in foster care are likely 


to become less adoptable as several 
years go by is suggested by a recent 
study of 100 New York State children 


who had been away from their parents 


for an average of 5% years. (Their 
average age was 11 years.) The study, 


a pilot project planned to precede a 
statewide one, was made by the State 
Charities Aid Association. The report 
uses the term “adoptability’” to mean 
having the capacity to form a relation- 
ship with new parents and to develop 
in a family. Factors such as race, re- 
ligion, age, or physical or mental handi- 
cap, the report states, were regarded 
as related to the composition and atti- 
tude of the community rather than to 
the child’s capacity. 

Agency records showed that of the 
93 children concerning whom considera- 
tion of their adoptability was pertinent, 
35 had been judged adoptable when they 
were first placed in foster care and that 
2 years later 33 were so judged, but by 
the time of the study the number of 
adoptable children had dropped to 12. 
Such change, the report maintains, em- 
phasizes the need for constant reevalua- 
tion of plans for the child. 

Only two of the adoptable children 
were legally free to be adopted, al- 
though nine had been separated from 
their parents almost from birth and 
none were being visited by their parents 
more than once a month. Of the 10 not 
free for adoption, the association re- 
ports that 2 might be relinquished by 
their parents if the latter received case- 
work help, and that 8 could be freed for 
adoption only through court action. The 
report notes that courts are usually re- 
luctant to approve permanent separation 
of a child from his parents. 

Among other findings the study 
showed : 

e That the families of a 
jority of the children were so seriously 
deteriorated that 
deemed impossible, and that the deteri- 
oration had been present at 


large ma- 


rehabilitation was 
the time 
the children were first separated from 
their parents. 


e That parents who at the time of 
placement demonstrated 
their children 
interest. 


interest in 
tended to lose that 

e That the majority of the children 
had experienced substantial periods of 
interim care before placement, and that 
little attempt had made during 
that time to plan the best possible fu- 
ture for the child. 


been 


A followup study to assess the adjust- 
ment of children placed for adoption by 
the Children’s Aid Society of Pennsyl- 
vania between 1950 and 1957 is being 
carried on jointly by the agency and the 
Graduate Department of Social Work 
and Social Research, Bryn Mawr Col- 
lege. The agency hopes that the find- 
ings on the children and the families 
into which they have been adopted will 
help it place children for adoption with 
more precision and confidence. 

The research workers are trying to 
learn the following facts about each of 
the 780 children how he is 
progressing in mental, social, and per- 
sonal growth; whether he has been told 
that he is adopted and, if so, how he 


involved: 


was told and what were his reactions 
immediately and later; what kinds of 
problems he encounters with other chil- 
dren and whether he feels different from 
them. They are also attempting to find 
out whether problems are encountered 
in relation to the presence or absence 
of other adopted children in the family 
or of children born to the parents; 
whether there is a significant relation- 
ship between age of placement and the 
child’s adjustment; whether a child’s 
“separation reaction” at time of adop- 
tion relates to his later development : 
whether the parents’ attitude toward 
infertility has any bearing on their ade- 
quacy as parents; and how the agency’s 
predictions in regard to the child’s men- 
tal ability relate to his achievements. 

The research is being carried out in 
three stages: (1) collection of data from 
agency records and of answers to ques- 
tionnaires filled out by parents, the lat- 
ter including parents’ judgments of the 
child’s development: (2) assessments of 
mental and personality characteristics 
of the children through direct contact 
with them and their parents and re- 
cording of data about the parents: (3) 
comparison of adopted children in 
school with other schoolchildren regard- 
ing, for example, educational achieve- 
ment, adjustment, leadership qualities, 
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teachers’ judgments, and extracurricu- 
lar activities. 


As part of an effort to find adoptive 
homes for children in 


minority groups, and groups of brothers 


older children, 


and sisters, child welfare staff members 
in two district offices of the Montana 
State Department of Public Welfare 
recently held a meeting with 31 couples 
whose applications for an adoptive child 
At that time these 
children 


had been approved. 
had 31 available for 
adoption, but only 3 of them were of the 


easy-to-place type; 


offices 


infants of 
Some of 


that is, 
northern European ancestry. 
the children were American Indians. 

All members of the 31 couples who 
attended the meeting were of northern 
European background, with the excep- 
tion of one person who was of southern 
European origin. 

At the meeting each child’s picture 
was shown on a screen, and the staff 
about his background, 
his behavior, his date of birth, and, with 


told the group 


a few exceptions, his name and his need 
for a home. Questions were encouraged 
and the couples assured that failure to 
take one of these children would not 
them for consideration for a 
child of their choice. 


remove 
The couples, some 
of whom had previously said that they 
were not interested in taking children 
of a different ethnic background from 
their own, now showed great interest 
in such children, and several asked to 
see certain pictures again and to have 
the information about the children re- 
peated. The staff asked the couples to 
indicate in writing the names of the 
children in whom they were interested, 
and all but five did so. 

In less than a month homes had been 
found for six of the children, 
them a brother and 
background, 
placed in 


two of 
sister of mixed 
38 and 4%, 
the same family, and four 
of them infants, two of whom were of 
mixed racial backgrounds. 


racial aged 


. . . 


The 


cians 


of Obstetri- 
and Gynecologists, through its 
committee on infant adoptions, has 
begun a broad project with other na- 
tional medical groups, the American 
Bar Association, and the Children’s 
Bureau, to help communities to improve 
their adoption practices. 

Five cities—Baltimore, Cincinnati, 
Denver, Detroit, and Los Angeles— 
have been selected for pilot educational 


American College 
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campaigns; in each a fellow of the Col- 
lege is joining with a social worker and 
a pediatrician in efforts (1) to better 
the relationship between doctors and 
social workers with regard to adoption 
and (2) to stimulate the community to 
improve its adoption practices through 
joint action by obstetricians, pediatri- 
cians, social workers, and the juvenile 
court. 

After a period of about 2 years, dur- 
ing which the five teams will exchange 
reports of their results, the committee 
will correlate the reports and formulate 
recommendations to be made to other 
communities for improving their adop- 
tion practices. 


School Adjustment 


In an effort to develop guidelines for 


future school guidance programs, a 
begun by the 
Commission on Guidance in American 
schools, a group newly appointed by the 
American Personnel and Guidance As- 


sociation. 


year’s study has been 


The inquiry, which is sup- 
ported by a grant of $50,000 from the 
Fund for the Advancement of Educa- 
tion, will goals: (1) An 
analysis of the distinctive function of 


have three 
guidance in American schools during the 
next 20 years, taking into account ex- 
pected economic, technological, and pop- 
ulation changes that will be affecting 
education; (2) what a guidance pro- 
gram should be 15 or 20 years from now, 
and what part teachers and administra- 
tors will play in it, as well as special 
guidance workers; (8) a description of 
the kinds of personnel which will be 
needed and what kinds of education 
they should have to be prepared for 
their guidance responsibilities. 

In an effort to identify influences that 
contribute critically to acceptable and 
unacceptable behavior on the part of 
adolescents, the University of Southern 
California’s Youth Studies Center is 
asking a number of boys and girls about 


their attitudes, values, self-concepts, 
goals, and expectations. The group 
studied—a sampling of the junior and 


senior high school students in Santa 
Monica—includes well-adjusted — stu- 


dents and students with various degrees 
of maladjustment. articular atten- 
tion will be given to the problems lead- 
ing young people to drop out of school 
early and to young people’s employment 
difficulties and opportunities. 

As one phase of the project, pupils in 





the Sth, 9th, and 10th grades are being 
interviewed to learn how they perceive 
problems of their adjustment to school 
and to their general social environment. 
The study will also include interviews 
with a number of young adults to ob- 
tain retrospective impressions of their 
adolescent experiences. 

Another phase will be an experiment 
to learn 


how a remedial 


teaching, work placement, and guidance 


program of 


affects the school adjustment of prob- 
lem students and the general social ad- 
justment of “dropouts.” Using what is 
learned from the experiment, the center 
will plan a broader use of the program 
described. 

In another project the Youth Studies 
Center is seeking to understand the 
and ineffective 
thority in dealing with adolescents by 
such community 


effective uses of au- 
institutions as the 
schools, the police department, the ju- 
venile court and its probation depart- 
ment, and recreation agencies. 


Counseling and guidance institutes 
established under the provisions of the 
National Education Act wiil 


be carried on in the academic 


Defense 
year 
1960-61 by 22 colleges and universities, 
providing training for about S800 sec- 
ondary-school teachers. In addition, 84 
universities are holding 
short-term institutes during the coming 
summer for about 3,000 secondary- 
Available funds do 
not permit establishment of an institute 
in each State, but attendance by en- 
rollees from all the 


colleges and 


school teachers. 


States has been 
assured. 


Talent Study 
A census of the aptitudes and abil- 

ities of 460,000 

private, and 


students in public, 
secondary 
rural, in all 50 of 
the States was begun in March by the 
University of 


parochial 
schools, urban and 
Pittsburgh as a_ step 
toward helping the students to identify, 
develop, and use all their talents. The 
study, called Project Talent, is also 
collecting information on each student’s 
school guidance and educational pro- 
grains, on whether he plans to enter 
college or other advanced training with- 
in the next 4 years, and on the field in 
which he plans to work. The informa- 
tion will be used as the basis for esti- 
mates of how many potential teachers, 
physicians, nurses, engineers, and other 
types of workers are among the stu- 
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dents tested, as well as how many plan 
to enter careers in public service and 
other fields. 

About 20,000 teachers are collecting 
the information, under the supervision 
of 1,400 principals and 1,000 superin- 
tendens of schools. 

The project is receiving its chief 
financial support from the Department 
of Health, Education, and Welfare, 
through the Office of Education and the 
National Institute of Mental Health, 
with contributions from the Depart- 
ment of Defense through the Office of 
Naval Research. 

It is planned eventually to find sup- 
port to restudy each student four 
times following his graduation from 
high school—after 1 year, 5 years, 10, 
and 20—to find out to what extent he 
has developed his talents. 


For Health 


Plans to provide free health services 
to Newfoundland’s children have been 
put into operation in the Province. In- 
patient hospital care at ward level, 
which includes diagnostic services and 

and outpatient diagnostic 
provided under a program 
financed jointly by the Provincial and 
Federal Governments, as in other Proy- 


inces 


medicines, 
care are 


participating in Canada’s hos- 
In addition, the 


Newfoundland government administers 


pital service program. 


and finances a free medical and surgical 
care program for all children under 16 
admitted to a hospital; it is the only 
Province in Canada a pro- 
About 175,000 children, or one- 
third of the Province’s population, are 


with such 
gram. 


estimated to be eligible for the service. 

The Public Health Service, Depart- 
ment of Health, Education, and Wel- 
fare, has begun publication of a monthly 
report, Radiological Health Data, 
which presents data on environmental 
radiation levels, compiled from vari- 
ous sources within the Department and 
from the Atomic Energy Commission 
and the Departments of Defense, Com- 

and Agriculture. The first 
(April 1960) contains informa- 
about surveillance programs in 


merce, 
issue 
tion 


regard to milk, water, and air, and 
data from selected locations. Starting 


with the report for July 1960, every 
third will contain interpretive 
Statements as well as data. (Price $3 
for a 6 months’ subscription, 50 cents 
from the Office of 


report 


for single copies, 
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Technical Services, U.S. Department of 
Commerce, Washington 25, D.C. 


Clinical treatment of children with 
birth defects, research concerning such 
defects, and training of physicians in 
dealing with them are being carried on 
at a study center recently opened at 
Children’s Hospital in Columbus, Ohio. 
The center is supported by the National 
Foundation. 


White House Conference 


“These Are Our Children,” the large 
exhibition of photographs shown at 
Washington at the Golden Anniversary 
White House Conference on Children 
and Youth (see CHILDREN, May-June 
1960, pp. 100-101), is now touring the 
country. By the end of June it had al- 
ready been displayed in four cities : Chi- 
cago, Rochester, N.Y., Atlantic City, and 
New York. 

The exhibition consists of approxi- 
mately 350 photographs, mounted in 12 
sections, plus an entrance arch. Among 
the titles of the are: “For 
every child—protection and care, secu- 
rity and love”; “Childhood is a time for 
discovery and great adventure”; “The 
handicapped find help and confidence” ; 
“This is young America 


sections 


our strength, 
our future, our pride.” 

Inquiries regarding the exhibition 
and its future availability should be di- 
rected to Mrs. Margaret K. Taylor, 1960 
White House Conference on Children 
and Youth, 330 Independence Avenue 
SW., Washington 25, D.C. 


The White House Conference is cur- 
rently offering two special “libraries” 
at the package price of $10 each, plus 
$1.30 for postage and handling. Library 
No. 1 consists of: the three volumes of 
background papers, “The Nation’s Chil- 
dren”: the chartbook, “Children in a 
World”; the résumé of na- 
tional organizations’ reports, “Focus on 
Children and Youth”; the summary of 
States’ reports, “The States Report on 
Children and Youth”; and the “Confer- 
ence Proceedings,” to be published later 
this year. Library No. 2 includes: 
“Children in a Changing World”; 
“Focus on Children and Youth”; “The 
States Report on Children and Youth” ; 
“Reference Papers on Children and 
Youth”; the survey papers, “Children 
and Youth in the 1960's”; and the “Con- 
ference Proceedings.” 

Order directly from the Publications 


Changing 


Division, White House Conference on 
Children and Youth, 330 Independence 
Avenue SW., Washington 25, D.C. A 
list of prices for the individual items 
may be obtained from the Conference. 

The Conference Proceedings will in- 
clude background descriptive material, 
condensations of selected papers, and a 
composite report of the Forum recom- 
mendations. A separate volume on the 
recommendations issued last month is 
now available from the Superintendent 
of Documents, Government Printing Of- 
fice, Washington 25, D.C.; single copies 
25 cents; quantities of 100 or more 25 
percent less. 

The Conference is also distributing 
six 12-inch double-face recordings of ex- 
cerpts from 12 of the major speeches 
and discussions, at $12.75 per set. Each 
excerpt lasts 20 minutes and can be 
played on any 3314-r.p.m. record player. 
Speakers included are: President Eisen- 
hower, Secretary of Health, Education, 
and Welfare Arthur E. Flemming, 
Marion D. Hanks, Abraham J. Heschel, 
Reuben Hill, Irene M. Josselyn, Roy E. 
Larsen, Robert B. Lawson, Lawrence J. 
McGinley, Liston Pope, Milton G. Rec- 
tor, Abram L. Sachar. 


Mental Retardation 


To prepare workers for serving chil- 
dren with emotional and learning prob- 
lems, the Devereux Foundation, Devon, 
Pa., is offering 10- to 12-month trainee- 
ships for persons who have at least a 
10th-grade education. The trainees are 
given a course in child development as 
well as supervised experience in day-to- 
day care of children and adolescents in 
a residential therapeutic institution. 
The age range is open; mature teen- 
agers are eligible for 
Trainees receive 


consideration. 
stipends of $150 a 
month plus room and board. 


That mentally retarded children do 
not get as good dental care as other 
children is suggested in the results of 
examinations recently conducted in four 
rural Minnesota counties by the dental 
health section of the State department 
of health. The examinations were made 
as part of a 4-year study of the mentally 
retarded begun in 1957 with funds made 
available by the Children’s Bureau. 
(See CHILDREN, September—October 
1958, p. 197, and January—February 
1960, p. 36.) Dental examinations were 
given to 113 mentally retarded children 
not in institutions. Their average age 
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was 9.4 years; 
The study 


the 113 mentally 


their average IQ, 57. 
— 


showed that 37 percent of 
retarded children had 
never been examined by a dentist; for 
other children the percentage was 1°. 


Sixty-six percent of the mentally re- 


tarded children had at least a moderate 


form of periodontal disease. Forty-two 


percent of the retarded used a tooth- 


brush once a day, 16 percent never. Ac- 


cording to other studies among 


than 0 
brush their teeth at least once a day, 


aver- 


age children more percent 


and only 4 percent never brush them. 
Among the retarded 13 to 17 years of 
age, only 17 percent of teeth which had 
had had filled, as 
compared to 50 percent in the 


impairments been 


hnonre 





tarded. The retarded had lost a greater 


percentage of teeth than the other 
children. 

Sixty percent of the retarded children 
were reported as cooperative or at least 
impassive, during the dental examina- 
tion. Twenty-three percent were re- 
ported as untreatable except under gen- 


eral anesthesia. 





Guides and Reports 


AID TO DEPENDENT CHILDREN; a 


family service—the community re- 
National Wel 
fare Assembly, 345 East 46th Street, 
New York 17. 160. 


10 cents in quantities of 25 or more. 


sponsibility. Social 


36 pp. 50 cents; 


A guide for citizens’ groups which de- 
and 
Federal-State 


scribes the purpose, philosophy, 
administration of the 
ADC 


program, the characteristics of 


families on the ADC rolls, the values 
of the program to children and society, 
and the program's problems and limi- 
tations, including suggestions for eval- 
uating the program locally. Prepared 
by the Assembly's ad hoc committee on 
Aid to Dependent Children. 


THE CLEVELAND STORY; 
nity planning spotlights child protec- 


commu- 


American Humane Association, 


Street, 


tion. 
Denver 3, 
Quan 


S06 Pennsylvania 


Colo. 1959. 22 pp. 15 cents. 


tity discounts on request. 


Two papers reporting on how coop- 
erative action of voluntary and public 
agencies and interested citizens, lay and 
professional, resulted in the establish- 
ment of a service for neglected children 
within the public welfare department. 


CHILD WELFARE AS A FIELD OF 
SOCIAL WORK PRACTICE.  State- 
ment prepared by the Child Welfare 
League of America and the Children’s 
Bureau, Social Security Administra- 
tion, Department of Health, 
tion, and Welfare. 
Code CW-15. 
sale by the League, 345 
Street, New York 17. 


Educa- 
1959. 32 pp. 
Copies for 
East 46th 


75 cents. 


Describes aspects of social work prac- 
tice relating to children and youth and 
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identifies the specific Characteristics of 
child weifare work as a field of practice 
in which social work methods (case- 
work, groupwork, community organiza- 
tion, administration, and research) are 


used in behalf of children and youth. 


INTERPROFESSIONAL TRAINING 
GOALS FOR THCHNICAL ASSIST- 
ANCE PERSONNEL ABROAD; re- 
port of an interprofessional confer- 


ence on training of personnel for 


Irwin T. Sanders. 
Work Education, 
New York 17. 


overseas service. 
Council on Social 
345 East 46th Street, 
1959. 198 pp. $3. 


Discusses efforts to bring about social 


change abroad through pregrams for 


agricultural development, social wel- 
fare, education, and public health, and 


training for personnel. 


BRIEF ENCOUNTERS IN FAMILY 
LIVING: ten family life stories with 
suggestions for 


meeting everyday 


problems. Jean Schick Grossman. 
Play Schools Association, 41 West 
57th Street, New York 19, N.Y. 1959. 


68 pp. 75 cents. 


involving 
10 families and planned especially for 


sJased on real situations 
parents and for persons working with 
parent groups, each chapter deals with 
the everyday problems facing parents 
with small children and offers sugges- 
tions for dealing with them. 


AN ADOPTED 
BOOK. 
Gibson & Co., Norwalk, Conn. 
72 pp. $5. 


CHILD'S MEMORY 
Marion A. MacLeod. C. R. 
1959. 


This “memory book,’ planned by an 
adoptive mother for keeping records of 
an adopted child, in the manner of the 


usual “baby book” includes space for 
snapshots, handprints, and footprints; 
medical and health ree- 
and other information about the 


measurements ; 
ords ; 
growing child. The book is accompa- 
nied by a pamphlet, “Let's Talk With 
Adoptive Parents.” 


THE COUNTY DEPARTMENT OF 
WELFARE, A SERVICE AGENCY: 
summary of material presented by all 
participants in an institute spon- 

Public Wel- 

fare Association under a grant made 

by the Rockefeller Brothers’ 

Public Welfare 

1313 East 60th 


oT. 1959. S38 pp. St. 


sored by the American 
Fund, 
American Associa- 


tion, Street, Chicago 


Discusses the scope of public welfare 


services and the problem of defining 


such services, and presents some guide 


lines for planning and evaluating 
agency programs. 
BIGHTY-SIXTH ANNUAL FORUM 


OF THE NATIONAL CONFER- 
ENCE ON SOCIAL WELFARE, SAN 
FRANCISCO, MAY 24-29, 1959. 


Selected papers from the Forum are 
included in the following volumes: 


THE SOCIAL WELFARE FORUM, 


1959; official proceedings. Colum- 
bia University Press, New York. 
1959. 276 pp. $5. 

CASEWORK PAPERS, 1959. Family 


Service Association of America, 215 
Park Avenue South, York 3. 
1959. 143 pp. $2.50. 


New 


COMMUNITY ORGANIZATION, 1959. 
Columbia New 
York. 


University 
1959. 133 pp. $2.50. 


Press, 


SOCIAL WORK WITH GROUPS, 1959. 
National Association of Social Work- 
ers, 95 Madison Avenue, New York 
16. 1959. 160 pp. $2.50. 


CHILDREN e¢ JULY-AUGUST 1960 


U.S. GOVERNMENT PRINTING 


OFFICE: 1960 





SOME U.S. GOVERNMENT PUBLICATIONS 
FOR PROFESSIONAL WORKERS 


Publications for which prices are quoted are for sale by the Superintendent 
of Documents, U.S. Government Printing Office, Washington 25, D.C. 
Orders should be accompanied by payment. Twenty-five percent discount 


on quantities of 100 or more. 


HOME PLAY AND PLAY EQUIP- 
MENT FOR YOUNG CHILDREN. 
Adele Franklin. Department of 
Health, Education, and Welfare, So- 
cial Seeurity Administration, Chil- 
dren’s Bureau. CB Publication No. 
238. Revised 1959. 1960. 23. pp. 
15 cents. 


A complete rewriting of an earlier 
publication, this pamphlet discusses 
children’s needs for play, indoor and 
outdoor, quiet and active, alone and 
with other children. Directions are 
given for building simple outdoor play 
equipment such as swings and a 
sandbox. 


CHILD CARE ARRANGEMENTS OF 
FULL-TIME WORKING MOTH- 
ERS. Henry C. Lajewski. Depart- 
ment of Health, Education, and 
Welfare, Social Security Administra- 
tion, Children’s Bureau. CB Publi- 
cation No. 378. 1959. 26 pp. 15 


cents 


This report of a survey, made for 
the Children’s Bureau by the Bureau of 
the Census, shows that 2,873,000 fully 
employed women in the United States 
in 1958 had children under 12. About 
S percent of the 5,073,000 children in 
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the Bureau of the 


volved were expected to care for them 
selves while their mothers were at 
work. The report gives statistical in 
formation on the characteristics of fully 
employed women and the types of child 
care arrangements made. Breakdowns 
are given according to the mother’s 
race, geographical area of residence, 
and type of employment. 


HEALTH, EDUCATION, AND WEL. 
FARE TRENDS, 1960 edition. De- 
partment of Health, Education, and 
Welfare, Office of Program Anaiysis, 
Office of the Secretary. 1960. 90 
pp. 50 cents. 


This is the first in a series of annual 
statistical reports to be made avail 
able to the general public by the office 
of the Secretary of Health, Education, 
and Welfare. It presents data from 
various units of the Department, other 
Federal departments and agencies, and 
a number of national voluntary organi- 
zations, showing trends in a wide range 
of fields affecting health, education, 
and welfare in the United States. 
Among the subjects included are: births 
and deaths; the labor force; Federal 
grants-in-aid; medical care; man- 
power in health, education, and wel 
fare; juvenile-court cases. Each page 


Communications 


addressed to: 


includes a brief textual statement, a 
graph, a supporting table, and notes re- 
ferring to sources of the data. 


A LOOK AT JUVENILE DELIN- 
QUENCY. Lincoln Daniels. De- 
partment of Health, Education, and 
Welfare, Social Security Administra- 
tion, Children’s Bureau. CB Publi- 
cation No. 3880. 1960. 50 pp. 25 
cents. 


Addressed to the general public— 
especially community leaders—this pub- 
lication discusses what juvenile delin- 
quency means, the extent of the problem, 
what causes it, whether it can be pre- 
vented, what helps to prevent it, and 
how delinquents can be rehabilitated. 


CHILD WELFARE STATISTICS 1958. 
Department of Health, Education, 
and Welfare, Social Security Admin- 
istration, Children’s Bureau. CB 
Statistical Series No. 55. 1959. 42 
pp. Single copies available from the 
Bureau without charge. 


Includes statistics on children receiv- 
ing child welfare services from public 
or voluntary agencies or both; on child 
welfare personnel, including salaries, 
caseloads, and vacancies; on expendi 
tures, including payments for foster 
care; and on children adopted. 
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